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ADDRESSES AND ORIGINAL ARTICLES 


THE SURGERY OF SPINAL TUMOURS * 


By Lampert RoGerRS, M.Sc. Wales, F.R.C.S. Eng. 


ASSISTANT DIRECTOR OF THE SURGICAL UNIT, 
NATIONAL SCHOOL OF MEDICINE, CARDIFF 


WELSH 





THE surgery of spinal tumours is even younger 
than the sister branch of our art which deals with 
intracranial tumours; for the first spinal tumour 
to be removed from the living (now a specimen in 
the museum of the College of Surgeons) was obtained 
by Sir Victor Horsley in June, 1887, eight years 
after Macewen in Glasgow had removed a somewhat 
similar tumour from the cerebral meninges and 
nearly three years after Sir Rickman Godlee’s operation 
for a cerebral glioma, the half centenary of which 
has only recently been celebrated. Before his first 
laminectomy for spinal tumour also Horsley himself 
had performed a number of operations for tumours 
of the brain. 

Spinal tumours occur less frequently than brain 
tumours, in the proportion (in any large series of 
cases) of approximately 1 to 6. Their course has been 
aptly described by the late Sir Percy Sargent as slow 
but remorseless. They do harm by exerting pressure 
upon the delicate conducting tracts in the cord, and 
since the vertebral canal is a limited space with 
inexpansible walls, tumour growth within this, if 
unchecked, will in *time completely destroy that 
part of the cord in relation to it. Once complete 
destruction of a section of the human spinal cord 
has taken place, it does not regenerate. This is 
in contradistinction to what takes place in some 
animals, In 1924, Pearcy and Koppanyi demonstrated 
that four weeks after they had severed the spinal 
cords of large gold-fish regeneration had occurred and 
the fish resumed normal swimming movements, 
while Lorente de No (1921) and others have shown 
that in amphibians regeneration follows section of 
the cord, and it is well known that the lopped-off 
tail of the newt regenerates and along with it the 
terminal part of the cord also. In mammals, however, 
there is no satisfactory evidence of regeneration 
either in foetuses or adults (Hooker, 1932), and in the 
late war attempts to suture divided spinal cords were 
futile. 

It is important therefore to recognise and relieve 
spinal cord compression by tumour long before 
the cord is destroyed, but although once completely 
severed the human cord lacks the power of regener- 
ating, it is very surprising to what an extent it may 
be compressed by a tumour and yet recover its 
functions completely when the tumour has been 
removed. This is illustrated by one of my cases, 
that of a girl aged 16 who was completely paraplegic, 
incontinent, and bed-ridden. When laminectomy 
was performed it was found that at the site of the 
lesion in the lower thoracic region, the cord was so 
compressed that it was flattened out like a piece of 
tape. It was thought that because of this extreme 
compression of the cord little or no recovery could 
be expected, but this patient fully recovered and was 
subsequently able to walk and run and lead a normal 
life. 

Continued compression of the human spinal cord 
produces first spastic paraplegia with the limbs in 
extension and later with the limbs in flexion, and 








* An Hunterian lecture delivered before the Royal College of 
es of England on Jan. 18th, 1935, 
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finally, when destruction has taken place, complete 
flaccid paralysis. Satisfactory recovery of conduction 
may be expected in the majority of cases operated 
upon in the first or second of these phases. 


Historical 


From time to time the operative treatment of spinal 
tumours has been contemplated by thoughtful 
surgeons. In 1873, Leyden in Strasbourg actually 
planned but failed to carry out laminectomy for a 
tumour which he had localised in his patient ; but 
it was not until 1887 that the first successful extirpa- 
tion was performed. It is pleasant to recall that the 
pioneer effort in the surgery of spinal tumours was 
made in this country. 


In the afternoon of June 9th, 1887, at Queen-square 
Sir Victor Horsley performed laminectomy on an army 
officer, aged 42, with spastic paraplegia in extension, 
who had suffered from severe pain below the inferior 
angle of the left scapula for three years. The patient had 
been under the care of Sir William Gowers who had 
diagnosed a spinal tumour and advised operation and in 
this Sir William Jenner, who had also seen the patient, 
had concurred. Throughout the operation the carbolic 
spray was used and instruments and sponges were 
immersed in 5 per cent. carbolic lotion. No tumour was 
found and the operation was about to be concluded when 
Mr. (now Sir) Charles Ballance,t who was assisting, urged 
Horsley to go higher. In his report of the case Horsley 
remarks: ‘‘ I removed another lamina at the upper part 
of the ineision. On opening the dura mater, I saw on 
the left side of the subdural cavity a round, dark, bluish 
mass about three millimetres in diameter, resting upon the 
left lateral column and posterior root zone of the spinal 
cord. I recognised it at once to be the lower end of a new 
growth and therefore quickly cut away the major part 
of the lamina next above. This enabled me to see almost 
the whole extent of the tumour when the dura was divided.” 

This tumour, the first ever to be diagnosed and success- 
fully removed from the living subject, is specimen 5063-1 
in the Hunterian museum of the College. 

It is interesting to note that although the cord was 
swabbed with 5 per cent. phenol and the patient had a 
cerebro-spinal fluid fistula for six weeks, he made an 
astonishingly complete recovery, and a year after the 
operation wrote to Horsley that he was in excellent health 
and working 16 hours a day. 


This case marks a great pioneering effort, and 
in thinking of those pioneers who diagnosed, localised, 
and finally removed the tumour from the patient one 
is reminded of those lines from Coleridge’s ‘‘ Ancient 
Mariner,’’ ““We were the first that ever burst into 
that silent sea.” Only six years before Horsley’s 
highly successful operation, Herbert Page of New- 
castle had described laminectomy as “‘an operation 
not within the range of practical surgery,’ and when 
Horsley pubiished this case he collected records of 
58 others untreated by operation and every one of 
these had been fatal. 


Classification of Spinal Tumours 


(a) From an anatomical viewpoint, spinal tumours 
may be classified as extra- or intra-thecal and as 
extra- or intra-medullary; (b) pathologically as 
either benign or malignant and either primary or 
secondary ; while (c) histologically the varieties are 
many. Of my 25 cases, 3 were intramedullary, the 
remainder occurred outside the cord. An inspection 
of a large series of cases shows that more than three- 
fourths of all spinal tumours occur outside the spinal 














+ Sir Charles tells me that he was a demonstrator of anatomy 
at this time and had come to realise that the spinal segments were 
a good deal higher in relation to the vertebral bodies than was 
then thought. 
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cord, and that these extramedullary tumours are 
three times more frequently met with inside than 
outside the theca, Of intrathecal tumours, more than 
two-thirds occupy a dorsal or dorso-lateral position 
in relation to the cord—a matter, as the late Mr. 
Donald Armour has said, for rejoicing on the part of 
the surgeon. 

Spinal tumours are found most frequently in the 
thoracic region. Of 411 recorded cases 233 were in 
the thoracic part of the spine, 90 in the cervical and 
the remaining 88 in the lumbosacral region. Special 
mention should be made of tumours which occur 
partly within and partly without the spine, the 
two portions being connected by a pedicle passing 
through an intervertebral foramen so that they have 
been called dumb-bell or hour-glass tumours. In 
my series I have only one case, that of a woman 
aged 23, who had had spinal symptoms for ten months 
preceded six months before by the appearance on 
the right side of the neck of a rounded swelling which 
gradually became larger. An _ hour-glass spinal 
tumour was diagnosed and verified at operation, and 
like most of these hour-glass tumours proved to be a 
neurofibroma. It arose from the right third cervical 
nerve with which it was incorporated in the inter- 
vertebral foramen. 

As far as I can ascertain the first of these tumours 
to be successfully operated upon occurred in the 
practice of Mr. G. A. Wright of Manchester. The 
ease is referred to by Sir William Thorburn in his 
monograph. 

The patient was a woman, aged 38, with quadriplegia 
and a tumour on the left side of the neck. At the operation 
on August 2lst, 1888, the cervical tumour was removed 
and it was then found that a projection from it had entered 
and considerably enlarged the intervertebral foramen for 
the third cervical nerve. Sir William Thorburn states, 
“The implicated foramen was large enough to admit the 
tip of the little finger, and a Volkmann’s spoon being 
thus introduced into the canal, the growth was carefully 
and gently scraped away. There was no hemorrhage or 
other trouble, and the spray, with other antiseptic pre- 
cautions, was used throughout the operation.”” Nervous 
symptoms were almost immediately relieved and the 
wound healed on the twentieth day. 


Thus Horsley’s case in London and Wright’s case 
in Manchester enable us to claim for this country 
not only the removal of the first common type of 
spinal tumour, but also the first successful surgical 
intervention for dumb-bell tumour of the cord. 
These dumb-bell tumours are, however, comparatively 
rare. The majority of spinal tumours are entirely 
intrathecal and extramedullary. The bulk of these 
have the histological appearance of meningiomas 
or neurofibromas, but the spinal meningiomas are 
never so vascular in their connexions as are the 
intracranial tumours of the same class. Of my 25 
cases, 12 were meningiomas and 5 neurofibromas. 

It may be said then that the common spinal 
tumour is extramedullary and intrathecal, is either 
a meningioma or a neurofibroma, most often occurs 
in the thoracic region of the spine, and most frequently 
lies on the back of the spinal cord. 


Meningeal Calcification and Ossification 


At operation in 7 of my cases I have noticed small 
white opaque plates in the arachnoidea adjacent to 
the tumour which in each case has been a meningioma. 
Sometimes these plates have proved to be calcareous, 
sometimes osseous. It might appear as if they would 
be commoner in old subjects, but one of the best 
examples occurred in a girl aged 16 with a partly 
ossified meningioma, and Dandy of Baltimore has 
recorded a very extensive mass of bone which he 


removed from the spinal arachnoidea of a girl of 23. 
This tendency to calcify and ossify appears to be 
inherent in the arachnoidea and may be associated 
with the fact that it is relatively avascular. 


Diagnosis 


Spinal tumours causing paraplegia must be 
differentiated from other causes of compression of 
the cord and from degenerative lesions within the 
substance of the cord. Certain clinical features are 
common to each of these conditions because in each 
the essential mechanism whereby paraplegia or 
quadriplegia) is produced is interruption of spinal 
conduction. 

The clinical course of the great majority of spinal 
tumours is comparatively slow but steadily progressive 
without remissions. By contrast in acute inflammatory 
conditions such as extradural abscesses, the course is 
relatively short and associated with pyrexia, while in 
chronic inflammatory lesions, such as meningitis 
circumscripta serosa, the course tends to be a variable 
one and the segmental level indicating the site of 
compression to be indefinite and variable. In Pott’s 
disease there may be characteristic radiographic or 
other evidence and in hydatid disease characteristic 
blood and serum reactions. 

Prof. A. M. Kennedy and I found in our series 
of spinal tumour cases that a feeling of coldness 
or numbness especially in one foot was frequently 
the initial symptom, but that in others some form of 
girdle pain occurred at the onset, while in still others 
weakness (e.g., of the arm or dragging of a leg) was 
the initial symptom. The Brown-Séequard phenomenon 
is only rarely seen and then in association with tumours 
in the cervical region. A partial picture was produced 
in one of my patients, a man aged 23, who had a large 
tumour compressing antero-laterally the first and 
second cervical segments on the right side. The 
rarity of the Brown-Séquard phenomenon probably 
depends upon the fact that small lateral displacements 
of the cord by tumour result in compression not 
only on the side of the tumour, but also at the 
diametrically opposite point in the spinal canal, 
at which the cord is displaced against the bone. 
By the time the majority of laterally placed tumours 
manifest their presence, hemi-compression has become 
bilateral compression. The greater transverse diameter 
of the cervical part of the vertebral canal probably 
accounts for the occasional presence of the syndrome 
in association with spinal tumours occurring in this 

ion. 

Although for many years pain has been regarded 
as one of the characteristic features of spinal tumour, 
several of our cases have run an almost painless 
course. Schultze of Bonn (1912), Geoffrey Jefferson 
(1928), and others have also noted the comparative 
painlessness of certain spinal tumours. On the 
other hand some form of girdle pain is often a 
prominent feature and this root pain has sometimes 
led to mistakes in diagnosis. Before coming to 
Cardiff one patient had had an appendicectomy 
performed and an exploration of kidney advised 
for root pain, the nature of which had not been 
recognised. The possibility of root irritation as a 
cause of pain should always therefore be kept in 
mind. 

In my experience, however, an even commoner 
mistake than failure to recognise root pain is a failure 
to differentiate between spinal tumours and degenera- 
tive lesions in the substance of the cord, of which 
the commonest is disseminated sclerosis. In 5 of 
my cases of tumour a diagnosis had at one time been 
made of disseminated sclerosis, in 2 of these by two 
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different consultants. In miners, many of whom have 
nystagmus, there is perhaps a tendency all the more 
readily to diagnose disseminated sclerosis. We 
should therefore be suspicious of a diagnosis of 
disseminated sclerosis especially if the clinical course 
is a steadily progressive one. If there is the least 
doubt it is better to regard the case as a spinal tumour 
suspect and to investigate the condition of the 
subarachnoid space for the presence of obstruction. 
If obstruction exists, then the case becomes more 
than suspect and exploration is called for. 


INVESTIGATION OF THE SPINAL TUMOUR SUSPECT 


There aretwo methods of investigating the condition 
of this space: (1) by means of physical and chemical 
changes in the cerebro-spinal fluid ; (2) by radiography, 
after the introduction of innocuous opaque substances. 
Chemical examination of the fluid obtained by 
lumbar puncture will show whether there is evidence 
of lumbar stagnation, the chief indication of which 
is increase in the protein content without cellular 
proliferation, while the Queckenstedt phenomenon, 
the effect of jugular compression upon the pressure 
of the cerebro-spinal fluid in the lumbar pond, will 
enable inferences to be drawn as to the presence of 
complete or partial obstruction to the space (spinal 
block). 

The chief radio-opaque substances to be used 
in the spinal subarachnoid space have been air and 
iodine containing oils. The substance of which I 
have had most experience is so-called “ heavy 
lipiodol,” a sterile poppy-seed oil containing 40 per 
cent. of iodine and first used in 1921 by Sicard of 
Paris. Despite some early reports to the contrary, 
it is apparently quite innocuous. Introduced into the 
cisterna magna by suboccipital puncture, the blob of 
this radio-opaque oil in falling through the sub- 
arachnoid space is arrested at a site of obstruction. 
The appearance of the arrested blob is sometimes a 
clue to the nature of the obstruction, so that from 
its shape it is sometimes possible to distinguish 
extramedullary from intramedullary tumours or to 
recognise a condition such as meningitis circum- 
scripta serosa. 

While lipiodol should not be used indiscriminately 
as a means of diagnosis, its use in suspect cases is 
desirable and justifiable. It may be employed with 
advantage also in the majority of cases of spinal 
tumour, even those in which the diagnosis is well 
established and the level of the lesion definite because 
the precise anatomical relationship between segments 
of the cord and the bodies and spines of the vertebrae 
is a somewhat variable one. It follows that although 
clinical examination may definitely indicate the site 
of the tumour at a particular segment, the use of 
lipiodol will enable the exposure of this segmert to 
be made by the removal of a minimum number of 
lamine. 

It is sometimes possible to differentiate cord 
compression from without, from cord compression 
from within. Elsberg (1932) has shown that the more 
peripheral dermatomes are represented in the cord 
by tracts which lie external to those in relation to 
more central dermatomes, so that in a tumour case 
in which a march of symptoms from the periphery 
towards the trunk occurs, progressive pressure is 
occurring from outside the cord, while a reversal or 
irregularity in the direction of this march indicates 
an intramedullary lesion. In this differentiation the 
presence or absence of pain is not of much value. 
Intramedullary tumours may be painful (Schultze, 
1912), while the painlessness of some extramedullary 
tumours has already been noted. 


Treatment 


The majority of spinal tumours call for exploratory 
laminectomy. The cord must always be treated with 
the utmost gentleness and the wider the opening 
through the laminz the less manipulation of the cord 
that will be required. I do not regard hemi- 
laminectomy therefore as a desirable operation for 
the exposure of spinal tumours, nor can I see any 
advantage in operations of the flap type, but believe 
the best exposure is through a longitudinal incision 
following the line of the spinous processes. I prefer 
the patient fully prone, and for anesthesia, nitrous 
oxide, oxygen, and ether. 

If in order to remove the tumour rotation of the 
cord is necessary, as it was in one of my cases, a lady 
aged 46, whose tumour lay entirely in front of and 
completely hidden by the cord, a slip of the dentate 
ligament is divided from its dural attachment and the 
cord very gently turned away from the tumour. 

The treatment of dumb-bell or hour-glass tumours 
does not differ essentially from that of completely 
intraspinal tumours. The intraspinal part is first 
removed by laminectomy and at a later stage the 
extraspinal extension dealt with. 


RADIOTHERAPY 

For malignant tumours, whether primary or 
secondary, radiotherapy is palliative and often relieves 
pain in a remarkable way. This was exemplified in 
two cases in my series. In a third a metastasis was 
removed by laminectomy. This patient, a man aged 
24, had a small movable nodule in the left lateral 
lobe of the thyroid gland and compression paraplegia 
with complete spinal block. Laminectomy revealed 
a vascular tumour in the lamine of the 9th and 10th 
thoracic vertebrae, at the site of compression. The 
pathological report of this tumour was “a piece of 
thyroid tissue.” This patient ultimately died from 
recurrence. 

COMPLICATIONS 

One patient, a woman aged 23, with a high cervical 
neurofibroma, died 18 hours after operation from 
acute dilatation of the stomach which had been 
unrecognised by the house surgeon, and it is as well 
therefore to be on the look-out for this condition 
especially in high cervical cases. It is interesting to 
reflect on its cause. It might be due either to prolonged 
abdominal pressure from the prone position of the 
patient during the performance of the laminectomy, 
or else, as a result of removing the tumour, to inter- 
ference with impulses descending through the cervical 
part of the cord and exerting a controlling influence 
upon the tone of the hollow viscera. That the 
latter is the correct explanation is apparent from the 
fact that it has been met with after operations 
performed upon patients in the sitting position 
(De Martel, 1934). 

Prognosis 


The outlook with which at the time of exposure 
of the tumour we may anticipate the probable degree 
of restoration of function consequent upon the 
withdrawal of spinal cord compression appears to 
depend upon the following factors :— 

1. The age of the patient.—The younger the patient 
the better appears to be the power of recovery of 
conduction in the cord, an observation to which Mr. 
Wilfred Trotter drew my attention some years ago. 

2. The duration of the compression.—Elsberg (1925) 
has pointed out that anything approaching complete 
recovery is rare in cases in which compression, as 
manifest by symptoms, has lasted for over three 
years. It is known that in the case of the peripheral 
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nerves, prolonged moderate pressure may produce 
permanent injury to a nerve while short severe 
pressure may be less harmful. The same appears to 
apply to the spinal cord. Recovery may be more 
rapid and more complete after removal of a rapidly 
growing tumour which has produced advanced 
spastic paraplegia than following removal of a more 
slowly growing and older tumour which has however 
resulted in a less advanced stage of paraplegia. The 
following from my series is an example of rapid 
recovery following removal of a rapidly growing 
extramedullary neurofibroma. 

A marine engineer, aged 23, was quadriplegic within 
five months of the first symptom—slight weakness in his 
right hand. At operation a large neurofibroma was found 
arising from the right second cervical nerve and extending 
upwards in front of the cord to the foramen magnum, 
Within five months of the removal of this tumour, he was 
back at sea carrying out his duties normally. 


3. The stage of paraplegia.—Attention has already 
been drawn to three clinical stages through which 
cord compression passes, and as might be expected 
the recovery of cases in the first phase is usually 
earlier and more complete than that of those in the 
second. 

4. The nature of the tumour.—Naturally the prog- 
nosis as far as recurrence is concerned is grave in 
malignant tumours whether these be primary or 
secondary. In the case of benign tumours, recurrence 
does not occur if the tumour is completely extirpated 
and with it, in the case of meningeal tumours, an 
area of the associated meninges. The precise nature 
of the tumour, however, does not seem to influence 
materially the outlook as far as recovery of function is 
concerned. 

5. Neither does the position of the tumour appear to 
influence the degree of functional recovery, whether 
this position be considered in regard to the various 
regions of the cord or in relation to the meninges and 
the surface of the cord. If, however, the tumour 
is within the substance of the cord the outlook is 
never as hopeful as for extramedullary tumours. 
While the position in relation to the surface of the 
cord does not appear to be very important as regards 
the ultimate outlook, some temporary disturbance of 
function may attend the manipulations necessary 
to deal with anteriorly placed tumours. 

6. Intercurrent infections.—The urinary tract in 
spinal cases is liable to be infected as a result of 
retention or incontinence. Such infection exerts a 
depressing action on reparative powers in the cord 
relieved from compression. 

This was observed in one of my patients, a labourer 
aged 32, who had motor symptoms of only four months’ 
duration from a neurofibroma at the level of the fifth and 
sixth thoracic segments, and when operated upon was in 
a condition of spastic paraplegia in extension. There was 
an acute pyogenic infection of the urinary tract, the 
severity of the cystitis necessitating preliminary supra- 
pubic cystostomy. The neurofibroma was removed from 
the left posterior aspect of the cord, but although the cord 
was only slightly compressed and the case seemed an 
early and favourable one, complete recovery did not take 
place until three years afterwards. 


The general condition.—While acute suppurative 
cystitis, as in the case referred to, may apparently 
depress recovery of conduction in the cord, it is 
surprising how little the general condition of the 
patient may retard such recovery. 

Thus another patient, a woman aged 42, had dyspnea, 
albuminuria, and cedema of the feet and legs due to 
cardiorenal changes. She was in spastic paraplegia in 
flexion from a meningioma over the posterior aspect of the 
cord at the level of the second and third thoracic segments, 
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and had had motor symptoms for nine months. Almost 
complete recovery had occurred nine months after opera- 
tion, and the cardiovascular condition had improved so 
much that she was able to attend normally to her household 
duties. 


8. The local condition of the cord revealed at opera- 
tion.—It is difficult to say from the condition of the 
cord to what extent recovery of conduction will occur, 
because extensive indentation and flattening are not 
necessarily incompatible with complete recovery. 
Evidence of this has already been presented. 


Conclusion 


There are few satisfactions in surgery as great 
as that resulting from the successful extirpation 
of spinal tumours. Even if the patient is pain-racked, 
bed-ridden, and incontinent, even if at operation 
the cord is thinned and flattened by the tumour, if 
that tumour can be gently, completely, and safely 
removed, then provided there is still evidence of cord 
conduction as shown by spasticity of the limbs, the 
surgeon may confidently predict that in due course 
his patient will be able to “take up his bed and 
walk.” I have referred to a number of results already 
but would cite one other, that of a school-teacher 
aged 32, paralysed, bed-ridden, and incontinent, 
with a scissor deformity of his legs owing to prolonged 
spastic paraplegia in flexion. Subsequent to the 
removal of the tumour, a meningioma compressing 
the fourth and fifth thoracic segments, obturator 
neurotomy, and adductor tenotomy with stretching 
of the hamstrings was necessary to correct the scissor 
deformity. He made a complete recovery and for 
over two years now has been back at his school 
teaching Latin and working ten hours a day and 
frequently longer. 

Of my 25 cases, 11 have made comparable recoveries 
though not all perhaps to such a striking extent as 
this case of the school-teacher, which was an advanced 
one. 

I began this address by a reference to the out- 
standing pioneering effort of Sir Victor Horsley who 
was the first to remove a spinal tumour. Ten years 
elapsed after Horsley’s brilliant effort before an 
equally successful result was obtained (Cushing, 
1904). Although even to-day there is reason to believe 
that some cases of spinal tumour are being over- 
looked, and left labelled disseminated sclerosis, 
spastic paraplegia, transverse myelitis, or something 
equally hopeless, the larger numbers that are being 
recognised and successfully dealt with, even before 
paralysis is established, are evidence that Horsley’s 
great work was not in vain. 


I cannot conclude without reference to those who 
have so kindly and generously helped me in this branch 
of surgery, and would particularly mention two of Horsley’s 
immediate successors for whom and for whose work I have 
had great regard. I refer to the late Sir Percy Sargent and 
the late Mr. Donald Armour. To Prof. A. W. Sheen I am 
grateful for giving me the facilities to study compression 
paraplegia and carry out the treatment of patients, and 
to my colleagues among the physicians of the Cardiff 
Royal Infirmary for referring their cases, particularly to 
Prof. A. M. Kennedy whose painstaking investigations 
of those from his wards and whose generous assistance at 
all times have been most helpful to me. 
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THE chemical side of chemotherapy has far outrun 
the biological side. Since the discovery in 1905 by 
H. W. Thomas, of the Liverpool school, of the value 
of atoxyl in the treatment of trypanosomiasis, 
chemists all over the world have been busily engaged 
producing thousands of new compounds which the 
biologists, in an almost automatic manner, have 
subjected to a more or less perfunctory therapeutic 
test. It is not surprising therefore that whilst we 
now have at our command large numbers of thera- 
peutically active compounds, we have very little 
accurate knowledge regarding their relative merits, 
and the way in which they can most profitably be 
administered. Why, for example, should such drugs 
as arsacetin and salvarsan have disappeared from 
the armoury of those called upon to treat trypano- 
somiasis whilst atoxyl has been retained? How 
comes it that it is difficult to find two syphilologists 
who agree in detail upon the manner in which sal- 
varsan can best be used—i.e., upon the dosage, the 
spacing of the doses, and the length of time treatment 
should be continued? Why are there almost as 
many methods of treating malaria with quinine, 
atebrin, and plasmochin as there are physicians using 
these drugs? How do we account for the fact that 
although the initial results of treatment are often 
brilliant, yet the patients subsequently relapse and 
treatment fails? We have at our disposal many 
valuable drugs, but we know little about the 
mechanism of their action, or of their fate when 
introduced into the animal body. 

Such were the reflections which, seven years ago, 

* Abstract of a paper read at the Royal Society of Tropical 
Medicine and Hygiene on Jan, 17th 
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caused us to commence work on the biological side 
of chemotherapy. We chose the trypanosomal infec- 
tions as the most suitable field for study because, 
not only are these infections of enormous medical 
and economic importance, and are in many respects 
closely related to syphilis, but because they are 
easily maintained by passage through laboratory 
animals. The method of testing the therapeutic 
action of drugs by injecting them into infected 
laboratory animals, although an indispensable pro- 
cedure for obtaining the vital information whether 
or not a drug is of any practical value for the treat- 
ment of the infection, is far from adequate if the 
object of the inquiry be to obtain information regard- 
ing the mechanism of the action of the drug in ques- 
tion. It fails, for example, to afford an unequivocal 
answer to such a question as the following :— 

Does a drug owe its therapeutic value to a capacity to 
act directly upon the parasites, or does it become para- 
siticidal only after it has undergone some change in the 
body of the host ; or again does the drug act by stimulating 
the body of the host to produce a parasiticidal substance ? 


While each of these alternatives has had its sup- 
porters the general consensus inclines to the view 
that chemotherapeutic substances per se are not 
parasiticidal, but that they owe their virtue to the 
fact that they act upon or unite with the tissues of 
the host, thereby in some unknown and mysterious 
manner causing the production of parasiticidal 
substances. 


The Measurement of Trypanocidal Power 


Much valuable information on this and other 
matters would be obtained if a satisfactory method 
could be developed for examining the trypanocidal 
power of drugs in vitro, as thereby all the unknown 
factors, of uncertain and possibly inconstant value, 
dependent on the vertebrate host, would be eliminated. 
The first task we therefore set ourselves was to 
discover a method whereby a suspension of trypano- 
somes (7'. rhodesiense) could be kept alive, in undimin- 
ished numbers and in a condition of unlowered 
vitality, for a period of at least 24 hours. As soon 
as we had overcome this difficulty we were in a 
position to make a number of interesting observations. 

It was found that the aromatic pentavalent 
arsenical and antimonial compounds ™ but slightly 
trypanocidal, a solution of about 1: 1000 being 
required to destroy the parasites within 24 hours 
at 37°C. The corresponding trivalent compounds 
are however amazingly trypanocidal, as even when 
diluted a hundred million times they killed the 
trypanosomes within 24 hours; this is also true of 
the arsenobenzol compounds, such as novarsenobillon. 
The non-aromatiec trivalent compounds, sodium 
arsenite, and tartar emetic, likewise display con- 
siderable activity, their trypanocidal titres being 
respectively 1:3,200000 and 1: 6,400,000. The 
acridine dye, acriflavine, is highly trypanocidal ; but 
Bayer 205 resembles the pentavalent arsenical com- 
pounds in exhibiting practically no trypanocidal 
action in vitro. 

A parallel series of experiments was then performed 
in which the minimum effective dose—that is the 
smallest dose which just sufficed to clear the blood 
of parasites—of each of these various compounds 
was determined for mice infected with the same strain 
of trypanosomes, when it was found that of the 
arsenical and antimonial compounds those which 
are most active in vitro are likewise most active 
in vivo. The minimum effective doses of the penta- 
valent compounds—atoxyl, arsacetin, tryparsamide, 
and stovarsol—which are practically inactive in 
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vitro, are immensely greater than are the minimum 
effective doses of their corresponding trivalent 
compounds which are exceedingly active in vitro. 
These facts suggest that the therapeutic action of the 
trivalent arsenicals and of the arsenobenzol com- 
pounds is dependent upon the trypanocidal power 
of the unchanged drugs, but that the pentavalent 
compounds must undergo some change (probably 
reduction) in the body of the host before they can 
exercise their: trypanocidal action. In order to 
explain the mechanism of the therapeutic effect of 
arsenical and antimonial compounds it is, therefore, 
unnecessary to assume some unknown and complicated 
coéperation on the part of the host. The host 
undoubtedly plays an important part in therapeutic 
processes. It is responsible for immune-body forma- 
tion ; it determines the rate of excretion of the drugs, 
and the rate of reduction of the pentavalent com- 
pounds, but we have no evidence that it assists in 
the therapeutic process by changing fundamentally 
their chemical constitution. 

Of all the compounds tested, *“‘ Bayer 205 ”’ stands alone 
in that it resembles the pentavalent arsenical compounds 
in being inactive in vitro within 24 hours, and yet it is 
just as active as the trivalent compounds in vivo. The 
explanation of this interesting fact is at present obscure, 
but it may well be correlated with the physical properties 
of the substance, and particularly with its rate of diffusion. 
Von Jancsé has succeeded in demonstrating that ‘* Bayer 
205’ does exercise a pronounced trypanocidal action 
in vitro (titre 1 : 60,000 to 80,000), but that the trypano- 
cidal effect is manifest only after a prolonged latent period 
amounting to 24 hours or more. During this latent period 
the trypanosomes show no signs of any toxic effect even 
when the drug is highly concentrated. 

Mechanism of Drug-resistance 


Almost at the beginning of our work we became 
greatly impressed with the importance of drug- 
resistance in the treatment of trypanosomiasis, and 
consequently we have devoted much time to an 
investigation of this subject. We have asked ourselves 
what happens when an infection becomes drug- 
resistant ? Is the change primarily in the host or in 
the parasite ; and what is the nature of the change? 
In almost all recent reviews on chemotherapy attention 
is drawn to observations of 25 years ago to the effect 
that a strain of trypanosomes made resistant to 
atoxyl in one species of animal loses that resistance 
if transferred to another host. We decided to 
reinvestigate experimentally the phenomena involved 
in drug-resistance. With this object in view a con- 
siderable number of resistant strains were prepared 
by the usual method of injecting infected mice with 
repeated subcurative doses of various drugs. 

We found that when a strain of trypanosomes has 
become resistant to one of the aromatic compounds 
of arsenic or antimony, it has also become resistant 
to all the other commonly employed aromatic com- 
pounds of these metals, but not to their non-aromatic 
compounds or to “‘ Bayer 205.” A strain which has 
become resistant to “ Bayer 205” is resistant to this 
drug alone and not to the arsenical or antimonial 
compounds. Our experiments have demonstrated : (1) 
that a strain of trypanosomes which is made resistant 
to a drug in one species of host maintains that 
resistance unimpaired when passed to other species of 
host ; (2) that highly resistant strains can be prepared 
by exposing the trypanosomes to the action of drugs 
in vitro ; and (3) that if a resistant strain be examined 
in vitro, it will be found to be capable of withstanding 
immensely greater concentrations of an actively trypa- 
nocidal drug than suffices rapidly to destroy the normal 
strain. It follows that drug-resistance is entirely due 
to changes in the trypanosomes t hemselves. 


What is the nature of the remarkable change which 
a drug-fast strain of trypanosomes has undergone— 
a change which enables it to withstand immensely 
greater concentrations of drug than the original strain ? 
Morphologically, the resistant strain is indistinguish- 
able from the parent normal strain ; but our experi- 
ments have shown that the resistant trypanosomes 
owe their resistance to the fact that they do not 
absorb the drug even when this is present in con- 
centrations rapidly fatal to the normal trypanosomes. 
This fact has recently been confirmed by v. Janesé 
in experiments of quite a different nature. We 
believe that the development of a resistant strain is 
fundamentally due to a process of mutation—i.e., 
to a gradual change in all, or certain, individuals 
resulting from the stimulus of frequent exposures to 
suitable concentrations of a drug. 

It is important to remember that when once a 
strain of trypanosomes has become arsenic-resistant 
it retains the character indefinitely. The resistance 
of our atoxyl-fast strain has remained unchanged 
over a period of five years, during which time it has 
been passaged through more than 500 mice, and, 
similarly, the resistance of our tryparsamide-fast 
strain has not decreased during a period of four years. 
Moreover, we have been able to demonstrate by 
means of tsetse flies, hatched from pup sent to us 
by air mail from Uganda and Tanganyika, that the 
character of arsenic-resistance is transmitted unim- 
paired through the biological cycle of the trypanosome 
in its natural intermediate hosts, Glossina palpalis 
and Glossina morsitans. A strain of T. brucei was 
made resistant to arsenicals in September, 1932, and 
has been passaged in guinea-pigs, partly by means 
of direct blood inoculation and partly by biological 
transmission through Glossina morsitans. Up to the 
present this strain has passed through a series of 
guinea-pigs and four times through Glossina morsitans 
without losing its arsenic-resistant qualities. 

The acquired character of arsenic-resistance is 
hence amazingly stable. It is inherent in the try- 
panosomes themselves, and is in no way dependent 
upon the particular host in which the parasite happens 
to find itself. When once a strain of trypanosomes 
has become arsenic-fast, it continues to manifest this 
character for prolonged periods when passed through 
laboratory animals by means of the syringe, and 
several cyclical transmissions of the parasite through 
its natural intermediate host in no way modifies its 
acquired character of arsenic-resistance. 


Are Resistant Strains of Trypanosomes being 
Produced ? 


Is there any evidence that resistant strains of 
trypanosomes are being produced in Africa during 
the treatment of human trypanosomiasis, and if this 
is happening, are the resistant strains being trans- 
mitted by tsetse flies to healthy persons? The 
practical importance of this question is at once 
obvious when we recollect the enormous numbers of 
sleeping-sickness patients who have been treated in 
the presence of tsetse fly, and particularly the prophy- 
lactic measure, much favoured by the French, of 
wholesale atoxylisation of patients in their villages 
by means of itinerant medical missions. Until 
recently we had no precise knowledge on the matter, 
but during the last 12 or 18 months some satisfactory 
information has been accumulated. We have received 
from Tanganyika a number of guinea-pigs infected 
from three untreated cases of rhodesiense sleeping 
sickness, and also a guinea-pig infected from an 
untreated case in ,Nigeria. From each of these 
guinea-pigs a large number of mice was infected and 
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the sensitivity of the various strains to arsenicals 
examined. That of each of the three Tanganyika 
strains was identical ; each was, relatively to our old 
laboratory strain, definitely resistant to arsenicals in 
that the infected mice could be cured only by the 
largest tolerated doses of the various drugs. If we 
regard these three strains as typical of rhodesiense 
infection in man in East Africa, the explanation why 
aromatic arsenicals fail in the therapy of such infec- 
tions is obvious. The strain from Nigeria was parti- 
cularly interesting in that it proved to be completely 
resistant to the aromatic arsenicals. 


Lester (1933) records the results of examining in this 
manner strains of trypanosomes obtained from ten cases 
of sleeping sickness in Nigeria. Seven of these were very 
sensitive to tryparsamide, two were particularly resistant, 
and one was completely resistant. Van Hoof and Henrard 
(1934) draw attention to the frequency of arsenic-resistant 
cases of human trypanosomiasis in the Belgian Congo ; 
they give details of nine such cases and proved that the 
arsenic-resistant character of the trypanosomes infecting 
them was not modified by cyclical passage through 
Glossina palpalis; thus confirming our work on the 
stability of the acquired character of arsenic-resistance. 
Spyrou (1933) gives an account of arsenic-resistance 
among cases of human trypanosomiasis in the Mayumbe 
division of the Belgian Congo. He writes that in the 
Tschela district the first arsenic-resistant cases were 
observed in 1929; at first they were sporadic, but they 
have become more and more numerous, until, in 1932, they 
constituted no less than 35 per cent. of the total cases. 
Evidence of a similar nature is produced by Barlovatz 
(1933), Ledentu (1934), and others. 


There seems, therefore, no reason to doubt that 
arsenic-resistance is by no means a rare result of the 
treatment of human trypanosomiasis in tropical 
Africa, and that arsenic-resistant strains from these 
patients are being disseminated by means of the 
tsetse fly. This means that in the aromatic arsenical 
compounds we have a two-edged weapon. On the 
one hand they may, and frequently do, sterilise the 
infection and cure the patient; but on the other 
hand, if they fail to effect a definite cure, they will 
almost certainly produce an arsenic-resistant infec- 
tion against which all the aromatic compounds of 
arsenic and antimony will prove to be impotent. 

It appears therefore a matter of paramount 
importance, not only to the patient himself, but to 
the community in tsetse fly areas, that we should so 
far as possible avoid the production of drug-resistant 
strains in any attempt at therapy of sleeping sickness. 
The rapidity with which resistance is produced not 
only varies greatly with different drugs, but also 
with the manner in which they are administered. 
Generally speaking, it is exceedingly easy to produce 
resistance to the aromatic arsenical and antimonial 
compounds; but fortunately the production of a 
strain resistant to Bayer 205 is a most tedious and 
lengthy business. Our experiments with mice infected 
with 7. rhodesiense show that any form of treatment 
with the aromatic arsenical or antimonial compounds, 
which fails to effect a cure, will eventually result in 
the production of a resistant strain. of parasites. 
The results obtained with repeated small doses of 
tryparsamide vary within limits with the number of 
doses given, but a point is soon reached beyond 
which it is of no use further extending treatment, 
as such infections as are not sterilised by that time 
will have become hopelessly resistant. Probably 
the spacing of the doses will also be found to influence 
the result of treatment materially. 


Application to Treatment 


Why, in the therapy of sleeping sickness, are the 
relatively inert pentavalent compounds (atoxyl and 
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tryparsamide) preferred to the exceedingly active 
trivalent compounds (halarsol)? In attempting to 
answer this question we have naturally to inquire : (1) 
what change in the trypanocidal power of the blood of 
an animal is produced by an injection of these drugs, 
and (2) how long do these changes endure ? 

We found that the arsenobenzol compounds and 
the trivalent arsenical compounds produce almost 
immediate sterilisation of the peripheral circulation 
owing to the enormous trypanocidal titre which they 
confer upon the serum ; the pentavalent compounds, 
however, produce peripheral sterilisation only after 
a lapse of some hours, because the trypanocidal 
power which they confer upon the blood is relatively 
low and develops slowly. Yet in practice novarseno- 
billon and the trivalent compounds have been 
discarded and the pentavalent compounds retained ; 
and in this respect, clinical experience is in agreeinent 
with our experimental observations on the curative 
value of the three compounds in infected rabbits. 
This suggests that the trypanocidal power of the 
peripheral blood is not the only factor which must be 
considered. How do we explain the rapid fall in the 
trypanocidal titre of the serum following an intra- 
venous injection of reduced tryparsamide, and the 
much slower fall which follows novarsenobillon ? 
We have examined the trypanocidal titre of the 
urine of rabbits which had been given reduced 
tryparsamide, novarsenobillon, and tryparsamide 
respectively. We found that after one injection of 
reduced tryparsamide the trypanocidal titre of the 
urine rapidly rose to an enormous level, surpassing 
even that found in the blood immediately after the 
injection ; the titre reached its maximum within an 
hour and then rapidly fell to zero within six or eight 
hours. After a dose of novarsenobillon, the trypano- 
cidal titre of the urine likewise rose to very high 
levels, but the rise did not occur so quickly and was 
maintained for a much longer period. After a dose of 
tryparsamide, the trypanocidal titre of the urine 
quickly rose to a very high level, sometimes to nearly 
1000 times that of the serum and then fell off slowly. 
But even this rapid elimination is inadequate to 
explain the enormous proportion of the drug, which 
disappears from the blood within a few minutes of 
injection. The only adequate explanation of this 
phenomenon would seem to be either that the drugs 
are at once rendered partly inert when injected into 
the blood stream or that they are removed from the 
liquor sanguinis by the body cells with amazing speed. 
We were able to show that reduced tryparsamide 
and N.A.B. diffuse rapidly into and out of red blood 
corpuscles and are unchanged in the process ; try- 
parsamide also diffuses into red blood corpuscles 
and is to some extent reduced by the hemoglobin 
into its highly trypanocidal trivalent form. There 
seems no doubt that the rapid diffusion of reduced 
tryparsamide into red blood corpuscles and the 
rapid excretion of the drug through the kidneys 
both contribute to the rapid fall in titre of the serum. 
Whilst N.A.B. diffuses into the red corpuscles about 
as quickly as reduced tryparsamide, its excretion by 
the urine is definitely slower and these facts are in 
accordance with the slower fall in the trypanocidal 
titre of the serum. Tryparsamide itself diffuses 
rapidly into red blood corpuscles; the gradual 
reduction of some of the tryparsamide by the hamo- 
globin of the red corpuscle into the highly trypanocidal 
trivalent compound harmonises with the steadily 
rising trypanocidal titre of the serum during the six 
or eight hours following the injection of the drug. 
It is almost certain that other body cells’ play a part 
in these processes, 
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So far as we can ascertain, only 18 cases of postural 
hypotension have been recorded, none of these by 
British authors. While this seems to indicate that 
the condition is extremely rare, many cases may have 
escaped detection through failure to ascertain the 
blood pressure in the erect as well as in the supine 
posture. Giddiness on suddenly assuming the stand- 
ing from the sitting or recumbent position is not 
uncommon and may sometimes be due to the curious 
failure of the blood pressure to adjust itself to the 
altered position found in postural hypotension. No 
adequate explanation of this abnormal behaviour 
of the pressure has so far been offered, and very little 
in the way of treatment has been suggested. 


CASE-HISTORY 


Our patient, a policeman, aged 37, was admitted to 
the Aberdeen Royal Infirmary on Jan. 17th, 1931, 
complaining of giddiness, cough, and stiffness of the 
neck. There was nothing of note in the family history 
and he had no previous illness except influenza. 


History of present illness.—A cough developed after 
influenza some six or seven years before his admission. 
There was blood-stained sputum on several occasions 
at the beginning of this illness, but not during the past 
few years. Mucopurulent sputum was always present 
though scanty. This was examined for tubercle bacilli 
repeatedly but always with negative results. About a 
year prior to the date of admission the patient began to 
be troubled with attacks of giddiness on rising in the 
morning, the attacks lasting about five minutes. He also 
had occasional headaches, chiefly after coughing, and 
sometimes pain in the arms. Throughout the day he 
always walked quite steadily and had never fallen or lost 
consciousness. The giddiness appeared to be aggravated 
by worry or excitement. Two months before admission 
he began to suffer from pains in the back of the neck, 
but these improved with treatment by radiant heat and 
massage. There had been no loss of sexual power, no 
anhidrosis, and no nocturia. 

Physical eramination.—Height 5 ft. 9}in. Weight 
12st. 5lb. High colour which varies with change of 
posture. Heart normal in size and position, sounds good 
and pure at all areas. Electrocardiogram shows a left- 
sided preponderance, otherwise normal. No evidence 
of arterio-sclerosis. No sign of pulmonary disease. 
Liver and spleen not enlarged. Knee-jerks absent. Left 
pupil does not react to light. No other abnormalities. 

Laboratory findings.—Blood count normal. Wassermann 
reaction of blood normal. Cerebro-spinal fluid normal 
in all respects. Urine normal. Blood-urea and basal 
metabolic rate normal. X ray examination shows osteo- 
arthritic changes in the sixth and seventh cervical vertebre. 
There is an appearance of wedging of the body of the 
seventh vertebra. There is a small shadow to the left 
of the third lumbar vertebra—probably calcified lymph 
node. 

On further investigation of the left pupil a pseudo- 
Argyll Robertson reflex was found present. 


The patient’s blood pressure on admission while 
he lay in bed was 135/90 mm. Hg. - A few days later, 
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without obvious cause, it rose to 240/100 mm. Hg. 
It occurred to us that this variation might have some 
connexion with giddiness complained of on rising. 
Accordingly we decided to take readings of the 
pressure in three positions—viz., supine, sitting, 
and standing. These yielded results shown in Fig. 1. 
Daily observations were then begun and these con- 
firmed the above findings and showed that remarkable 
variations of pressure occurred with change of posture. 
On the three succeeding days the readings were as 
shown in Fig. 2. 

In all the observations the pulse-rate was noted 
simultaneously with the blood-pressure readings. 
There appeared to be a normal response to change in 
posture—namely, an increase in pulse-rate in the 
erect position and a decrease in the recumbent. 


EXPERIMENTAL OBSERVATIONS 


(1) Compression of splanchnic vessels.—In order 
to determine how much, if any, of the drop in the 
pressure on assuming the upright position was due 
to bleeding into the splanchnic vessels, observations 
were made of the changes in blood pressure in the 
sitting and standing postures after the application 
of a binder tightly applied round the abdomen. 
Fig. 3 shows that the abdominal compression appeared 
to have a comparatively small effect, although after 
compression was removed a further fall in blood 
pressure took place. 


The experiment was repeated with more complete 
compression by means of a broad bandage tightly applied 
round the abdomen over a large pad of cotton-wool. 
Even with this a very marked fall in blood pressure took 
place in the sitting and standing postures. After five 
minutes there was a slight rise in pressure evidently due 
to the effect of some compensatory mechanism. On 
removing the binder the pressure again fell, probably 
because of filling of the splanchnic vessels, but afterwards 
there was a slight rise similar to the one which took place 
before the removal of the binder. On resuming the 
recumbent position, an immediate rise in blood pressure 
and fall in pulse-rate took place, after which the 
compensatory mechanism again appeared to be active— 
this time, however, in the opposite direction, bringing 
the blood pressure down to normal limits. When the 
patient sat up in bed the pressure again fell. 


While it was apparent that there was some derange- 
ment of the mechanism that normally prevents the 
fall of blood pressure in the erect posture we do not 
claim that the above experiments prove that the fall 
was not due to accumulation of blood in the splanchnic 
vessels. But they oppose the idea of undue laxity 
of the abdominal wall being an important factor. 
There was no indication of such laxity. 


(2) Application of tourniquets.—As abdominal com- 
pression did not prevent the -fall in pressure on 
assumption of the erect posture, tourniquets were 
applied round both limbs and the previous experiments 
repeated. Although the lowering of pressure was 
less than when the abdominal compression was 
applied, there was quite a definite fall. (Fig. 4.) 

(3) The time element.—To determine if this fall 
of blood pressure on assuming the erect posture was 
only transient, and also to determine the effect, if 
any, of exercise, the following observations were then 
made. 

After noting that the blood pressure in the supine position 
was 150/120, the patient was made to assume the erect 
position, when a fall took place to 58/12. He then walked 
up and down the ward for five minutes. At the end of this 
time the pressure was again taken and was found to have 
risen to 73/52. The patient resumed his walk and at the 
end of 25 minutes the reading showed a rise to 92/83. On 
his return to the supine position the blood pressure rose to 
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172/154.About an hour Time 


9.50 10 10.10 10.20 10.30 a.m. 





later and 15 minutes 
after the patient had 
finished his midday 
meal the pressure was 
140/115 in the supine 
position and 62/45 in 
the erect position, ap- 
proximately the same 
as the reading obtained 
at the beginning of the 
experiment. 


<< 


(4) Water excretion. 
—tThe effect of this 
abnormal behaviour 
of the blood pressure 
on the water excre- 
tory function of the 
kidneys was then ob- 
served. At 7 A.M. the 
patient, while lying 
in bed, was given 
1000 c.cem. of water 
to drink in ten min- 
utes, the bladder 
having been emptied 
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beforehand. Within 
the next four hours 
880 c.cm. was passed, 
with a specific gravity of 1003. On 
the following day the experiment 
was repeated, but with the patient 
up and moving about. On this 
occasion only 73 ¢.cm. was passed 
with a specific gravity of 1014. 
(5) Drugs.—The influence of 
various drugs that are known to 
affect blood pressure—namely, 
adrenaline, pituitrin, and hista- 
mine—was then studied. 











40 


FIG. 1.—Variation 
in blood pressure 
in the _ supine, 
sitting, and stand- 
ing postures, 
(Top of column 
systolic pressure 
and foot of 
column diastolic 
pressure in 
mm, Hg.) 


A:lrenaline.—After ascertaining that the blood pressure 
in the supine posture was 150/100, 1-0 c.cm. of adrenaline 
(1 in 1000) was injected subcutaneously at 9.30 a.m. 
Blood-pressure readings were taken 10 minutes afterwards, 
and thereafter every few minutes until 9.55 4.M., the 
patient remaining in the supine posture. A fall in pressure 
was noted at 9-46a.m. At 9-57 a.m. the pressure in the 
standing posture was 80/60. On resuming the supine 
posture at 10-5a.m. the pressure rose as on previous 
occasions, when no drugs were being administered, in this 
instance to 174/102. (Fig. 5.) 

Pituitrin, 1-0 c.cm., was injected, and a few minutes after 
the injection 
there was a 
gradual rise 
of blood pres- 
sure while the 
patient was 
in the supine 
position, and 
seven min- 
utes later, 
when he 
changed from 

fa the supine to 

= the standing 

S posture, the 

$ blood _pres- 
sure fell from 

160/130 to 

100/84. After 

standing for 

\ 10 minutes 
the posture 

40 1 
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FIG. 2.—Showing great variation in blood 
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FIG. 4.—The effect of tourniquets. 
with an of 
(Fig. 6.) 

Histamine, 0-25 mg., was injected and 10 minutes after- 
wards the pressure in the supine posture had fallen from 
136/98 to 112/78. On assuming the standing posture 
there was a fall to 69/55. Two minutes later in the 
supine posture the pressure rose to 195/140. (Fig. 7.) 


These results suggest that the above drugs had 
little effect on the postural pressure. It isto be noted, 
however, that the maximum effect of the drugs 
may not have been present when the posture of the 
patient was changed. 


accompanying rise pressure to 190/154. 
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FIG. 3.— Effect of abdominal compression. 
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PREVIOUSLY RECORDED CASES 

In 1925 Bradbury and Eggleston? published an 
account of three patients whose condition was termed 
postural hypotension. The blood-pressure readings 
showed wide variation upon change of position of the 
body. The features common to the three patients 
were: (1) the occurrence of syncopal attacks after 
or during exercise, or even after standing; (2) a 
slow and unchanging pulse-rate; (3) anhidrosis ; 
(4) lowered basal metabolic rate; (5) signs of slight 
and indefinite changes in the nervous system; (6) 
aggravation of symptoms during the summer. The 


blood-pressure readings in their cases were as shown 
in the following Table :— 





Supine. Sitting. 


Dias. 


Case. |- 
lo . | 
Sys. Sys. | Dias. 





105 60 42 | 20 


108 100 70 
60 | 80 | 50 





Sys. =systolic ; Dias. =diastolic. 


Ghrist and Brown? reported two further cases in 
1927. In the first patient the blood pressure in the 
supine position varied from 120 to 90mm. Hg 
systolic, and 92 to 60 diastolic. On standing up the 
patient rapidly lost consciousness and the blood 
pressure was found to have fallen to 60 mm. systolic 
and 44mm. diastolic. The second patient showed 
variations in blood pressure from 54 systolic and 40 
diastolic to 128 and 98 respectively with progressive 
lowering of the head from almost the upright to the 
horizontal position. The condition was successfully 
treated with ephedrine. 

Vaughan * Ashworth,‘ Riecker and Upjohn ° have 
also reported cases. In the case of the patient 
reported by the last authors the blood-pressure 
readings from the right arm were as follows :— 


Systolic. Diastolic. 
Supine 
Sitting 


Standing 


am. 9.30 
— 
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FIG. 6.—The effect of pituitrin. 








The chief complaint in this case was dizziness which 
increased until the patient was obliged to lie in bed 
constantly. 

Barber and Coleman * report the case of a man, aged 
72, who showed variations of blood pressure between 
170/90 and 45/40 on change of posture. Sanders ’ 
reports one case in which tachycardia and abnormal 
changes in the electrocardiogram accompanied the 
fall in blood pressure with the changes from the 
horizontal to the upright position. Two French 
authors, Laubry and Douner,® report five cases of 
“‘ orthostatic hypotension.”’ The blood-pressure find- 
ings are definite although not so striking as the 
American figures or as our own. 


HYPOTHESES REGARDING CHANGES IN 


10.10 BLOOD PRESSURE WITH VARYING 





<¢Adrena! ine. 1 ccm. 
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POSTURE 

(a) In normal human beings and 
animals.—Tait McKenzie examined 
the effect of postural change in pulse- 
rate and systolic blood pressure in 
the case of 116 athletes. He found 
that “there was a very constant 
variation in the pulse-rate amounting 
to about seven beats per minute ”’ 
between the lying and the standing 
postures. “‘ The blood-pressure findings 
were much more variable and when 
an average was established they were 
practically identical in the two 
positions.” * 

Mortensen ?° examined 90 healthy 
young women and found that fully 
80 per cent. showed “a slight decrease 
in systolic pressure and a slightly 
greater rise in diastolic pressure when 
changed from the recumbent position 
to the erect.” In only a few cases 
was the systolic pressure higher in 
the erect posture, and in no case was 





FIG. 5.—The effect of adrenaline. 





the diastolic pressure found to be 
lower. Afterwards he studied many 
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normal individuals, both men and women, with 
similar results, and, as his findings in hundreds of 
cases were so uniform, he concluded that a marked 
deviation from these figures was an indication of some 
pathological condition. 

Ellis * also examined a series of normal cases and 
found that, on elevating the head, the majority showed 
a rise in pulse-rate, a fall in systolic pressure, and a 
rise in diastolic pressure ; and on lowering the head, 
a fall in pulse-rate, a rise in systolic and a fall in 
diastolic pressure. 

Leonard Hill 1* in 1895 demonstrated the effect of 
posture on the blood pressure of animals. He showed 
that in certain four-footed animals the carotid pressure 
was lower in the feet down posture than in the 
horizontal or feet up posture, and that in certain other 
animals, the monkey for example, this change was 
prevented from taking place through vasoconstriction 
of the splanchnic vessels. In 1897 Hill and Barnard * 
came to the conclusion that a deficient vasomotor 
tone in the human, especially with an atonic condi- 
tion of the abdominal wall, caused, in the erect 
posture, anemia of the brain. In 1916 Sewall +4 
emphasised the relationship between deficient vaso- 
motor tone and the symptoms of cerebral anemia— 
headache and dizziness—and cited the case of a 
patient in whom the above symptoms disappeared 
with strong pressure on the abdomen. 

(b) In cases of postural hypotension.—Bradbury 
and Eggleston '® made a post-mortem examination of 
one of their cases which they had previously reported, 
but unfortunately were unable to obtain permission 
for a full examination, or even to examine the brain 
or spinal cord. In this case, however, several large 
lymph glands showing old caseous tuberculosis were 
found adherent to the right bronchus; there was 
chronic myocarditis and atrophy of the prostate. 
They were of the opinion that paralysis of the sympa- 
thetic vasoconstrictor nerve-endings seemed to be 
the only adequate explanation of the blood-pressure 
reactions observed. No support was found for two 
other hypotheses advanced to explain the condition— 
namely, suprarenal disease and status thymico- 
lymphaticus. In our own case it is interesting to note 
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that there are also suggestions of latent tuberculosis— 
namely, occasional small hemoptyses and a dense 
X ray shadow of probable calcareous nodes to the 
left of the third lumbar vertebra. 

Before publication of complete reports on postural 
hypotension Sewall ** noted the apparent relationship 
between the instability of the blood pressure and 
“the potentially tuberculous individual.” 

Ghrist and Brown remarked upon “the high 
incidence of impotence and loss of libido along with 
a history of gonorrhea” in the reported cases of 
postural hypotension. On close questioning our 
own patient we found that there was no such loss. 
The pseudo Argyll Robertson pupil and absent 
knee-jerks suggested the presence of tabes, but the 
Wassermann reaction, both of the blood and spinal 
fluid, was negative, and no other sign of tabes was found. 
Ghrist and Brown concluded that the essential 
disturbance was a “ lack of resistance in the splanchnic 
vessels to shifts in the blood mass and absent or 
diminished vagus regulation of the heart-rate to 
changes in the blood pressure.” 

Riecker and Upjohn concluded that “the patho- 
logical physiology in their case seemed to be a greatly 
reduced stroke volume of the heart induced by failure 
of the vasomotor nervous centre to respond to the 
hydrostatic effect of the standing posture.” 

Langworthy,'’ reviewing the control of posture by 
the central nervous system, points out that the 
predominant afferent impulses responsible for the 
production and control of postural tone are proprio- 
ceptive and arise in the muscles of the extremities. 
In the present case of postural hypotension we are 
of the opinion that there is a possible derangement of 
the nervous mechanism controlling blood pressure. 
The knee-jerks are absent, and, as there are no signs 
of defect of the anterior horn cells or of the efferent 
nerves controlling this reflex, we conclude that 
afferent fibres from the muscles must be defective, 
and possible proprioceptive fibres controlling postural 
changes of blood pressure are implicated. That 
there is some pathological change in the nervous 
system is supported by the presence in the left eye 
of a pseudo Argyll Robertson reflex, which together 

with the absent knee-jerks, con- 
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SUMMARY 


The case is recorded of a man 
of 37, otherwise apparently normal 
from the cardiovascular stand- 
point, whose blood pressure showed 
remarkable variations with change 
of posture, a marked fall of 
pressure accompanied by giddiness 
invariably taking place when the 
patient changed from the supine 
to the standing posture. The fall 
of pressure was associated with 
much decrease in the water excre- 
tory function of the kidneys. The 
pulse-rate showed a normal re- 
sponse to the change of posture. 
Abdominal compression, the appli- 
cation of tourniquets round the 
limbs, and the administration of 
adrenaline, pituitrin, and histamine 
alike failed to prevent the fall 
of pressure taking place. The 
main features of several of the 








FIG. 7,—The effect of histamine. 


other 18 cases of postural hypo- 
tension so far published are referre.1 
D3 
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to and the various hypotheses, which have been put 
forward to explain the condition, recorded. 


We have to thank Prof. J. R. Learmonth for his 
help and criticism of the paper and also Dr. J. W. 
Howie for his valuable assistance during the period 
the patient was in hospital. 


Note by Pror. J. A. MacWILiiam 

In normal subjects compensation for the hydrostatic 
effects of gravity on the vascular system is so good 
that, as is generally agreed, the systolic pressure shows 
no constant or substantial variation, while the diastolic 
pressure is appreciably raised. in the erect posture ; 
at the same time there are recognised differences of 
pulse-rate in standing, sitting, and lying. I found ?® 
that the slower heart-rate in the horizontal posture, 
as compared with the sitting, is essentially due to 
the action of the carotid sinus reflex, while the quicker 
rate in standing than in sitting is mediated through 
afferent impulses from the lower limbs which are also 
concerned in the maintenance of the compensatory 
adjustments (vasoconstriction in the splanchnic 
area and elsewhere) involved in keeping up the 
aortic pressure in the erect posture. 

With Dr. Duthie I examined the patient whose 
case is described above on March 30th, 1934, over 
three years after he had come under their observation. 
The evidences of defective compensation were very 
striking, both in the way of the excessive rise in 
aortic pressure on lying down, indicating defect of the 
buffer nerve function (carotid sinus and aortic nerves), 
and an excessive fall on standing up, the latter becom- 
ing greater when the patient had been on his feet for 
some time. The results obtained accord with the 
conclusion that both pulse-rate and blood-pressure 
adjustments in the standing posture are influenced 
by afferent impulses from the lower limbs, apparently 
originating in some part of the vascular circuit in 
these limbs. 

1. The diminution in the fall of pressure in standing 
observed by Drs. Croll and Duthie with tourniquets 
applied to the lower limbs is an indication of the 
part played by the latter. 

2. So does the greater fall seen in the standing 
posture as compared with sitting. Clearly the greater 
fall in standing is not due simply to gravitation directly 
affecting the capacious splanchnic area. For while 
the pressure may fall much lower in standing than in 
sitting the incidence of gravity is similar in these 
postures, the trunk being vertical in both and the main 
difference being in the position of the lower limbs 

3. Similar indications are derivable from some 
published cases of postural hypotension. Thus 
Bradbury and Eggleston’s Case 2! showed a systolic 
fall of 58mm. in sitting (from lying) and a further 
48 mm. in standing, while in Case 3 there was a lowering 
of only 4mm. in sitting as against one of 35 mm. in 
standing. Riecker and Upjohn’s case® had a fall 
of 70mm. in sitting, with a considerable further 
fall (32 mm.) in standing. Again, Ghrist and Brown *# 
record that in their Case 2 relief was obtained by sitting 
and that postural pressure changes were removed by 
the application of tourniquets to the femorals. 

4. In the examination of March 30th, 1934, notable 
effects on the fall of pressure in standing were evident 
when the patient, instead of standing still, was made 
to execute a series of slight slow movements of the 
lower limbs, shifting the feet, progressing very slowly 
by steps of a few inches; this test was suggested by 
the results I obtained in the way of definite slowing 
of the heart-rate under such conditions. In the case 
now under examination there was found to be a rise 
of systolic pressure from 70 mm. while standing still 
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to 125 mm. during the movements of the lower limbs, 
the pulse-rate diminishing from 95 to 87. Palpation 
of the radial artery gave striking evidence ; the pulse 
fell away remarkably during standing, to recover 
in unmistakable fashion during the movements. 
This observation emphasises the important part 
played by the lower limbs in the mechanism of the 
postural hypotension and it shows that in this case 
it is not simply the erect posture, per se, that causes 
the excessive fall of pressure, but the posture plus 
immobility of the lower limbs. It may be noted that 
there was no evidence of more than the usual conges- 
tion of the superficial veins of the feet and legs during 
the period of standing still. 
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NOTES ON 
PROSTATIC AND GASTRIC URAMIA 


By Joun A. Rye, M.D., F.R.C.P. Londg 


PHYSICIAN TO GUY’S HOSPITAL 


THE uremia which accompanies primary renal 
disease (chronic interstitial nephritis) is generally 
accepted as progressive and incurable. There are 
two varieties of uremia dependent upon disease 
remote from the kidneys which, if diagnosed in 
time, are susceptible of cure. For brevity they may 
be described as prostatic and gastric uremia. At 
present lives are lost through unfamiliarity with the 
clinical pictures presented by these disorders. Their 
pathologies are entirely distinct. 

PROSTATIC URZMIA 

The majority of patients suffering from the effects 
of prostatic obstruction find their way to the surgeon. 
Some of them show, in addition to the bladder 
symptoms, as is now well known, secondary symptoms 
due to infection, or to renal embarrassment from 
“* back-pressure,” or to some combination of these. 
There is, however, a smaller group of cases in which 
the general symptoms due to renal embarrassment 
so far outweigh the local symptoms in the minds 
both of patient and doctor that the advice of a 
physician rather than a surgeon is sought. Between 
May, 1931, and January, 1935, six cases of prostatic 
uremia have been referred to me by six medical men 
of wide experience, and in each case without the 
true state of affairs having been recognised. In all 
of them the subjective symptoms and objective 
findings were, in fact, sufficient for a diagnosis of 
uremia without recourse to laboratory tests. I 
therefore concluded that the clinical picture of 
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uremia occurring in the absence of gross abnormali- 
ties in the urine was not sufficiently defined or appre- 
ciated, and that a brief analysis of these cases might 
be as useful to others as it has been instructive to 
me. One patient was referred for “ anzwmia, ? due 
to a growth”; a second for a bitter complaint of 
“dry and sticky mouth”; a third because he looked 
too ill to warrant some dental extractions advised on 
account of back pains which were probably a mani- 
festation of his secondary renal disease. In one 
only had the prostatic obstruction evoked comment, 
but not so its relation to the general symptoms. In 
two cases an X ray examination of the alimentary 
tract had been carried out in the hope of finding an 
answer to the general and digestive disturbances. 
In one of these the radiologist had reported (three 
months before the patient came to me) that the 
transverse colon was “elevated by a large cystic 
swelling.” This was the bladder. 

The main clinical features of these six cases are 
recorded in the accompanying Table. The ages of 
the patients ranged between 56 and 75 years; the 
duration of the uremic symptoms from “a few 
weeks ” to six months. Symptoms referable to the 
bladder had been present for a longer period. None of the 
patients included his urinary troubles among his leading 
symptoms. They were either mentioned as an after- 
thought or admitted only after direct interrogation. 
Nevertheless there was a palpable enlargement of 
the bladder in five of the six cases, and frequency 
was present in every case but one. In one case 
there was no albumin in the urine; in the remainder 
‘““atrace”’ only. The specific gravity, when recorded, 
ranged between 1005 and 1008. In one case there 
Was a gross pyuria, and in two “a few pus cells” 
were noted in the centrifugalised deposit. In the 
remainder there were either no cells or the specimen 
was perfectly clear to the naked eye. In no case was 
peripheral cedema or retinitis observed. The blood- 
pressure readings varied between 140/90 and 190/125. 

Subjective symptoms.—Loss of appetite was constant 
and sometimes pronounced and was once associated 
with a disinclination for tobacco. Thirst was pro- 
nounced in four of the six cases. A “nasty” and 
a “salty” taste in the mouth and a “dry, sticky 
mouth” were specifically complained of by three 
patients. Weakness and languor were twice remarked 
upon and diurnal drowsiness once. Pruritus, nausea, 
headache, dyspnoea on effort, cramps, and pains in 
back and limbs each received a single mention. 
Some degree of malaise is usual and impairment 
of mental efficiency and character changes may 
be noticed by relatives. George Moore in the dedica- 
tion of his last novel to Sir John Thomson-Walker 
was eloquent in his description of his own failure 
of mental power prior to his operation. After the 
operation he recovered all his old literary ability. 
Any or all of the symptoms described above would be 
considered usual in the presence of gross nephritic 
manifestations, or a markedly albuminous urine. It 
is in the absence of these that they tend to mislead. 

Objective manifestations.—There was loss of weight 
in every case—in one case “nearly a stone”; in 
four cases half a stone or over; in one case four 
pounds. Ali of the patients looked “ off colour ” ; 
three showed the slight earthy-brown tint common 
to other types of uremic disease. A dry tongue is 
common. The curious “ fishy ” odour in the breath, 
which has on other occasions helped me to the 
diagnosis of urzemia, was noted in three cases, and in 
one of these had been remarked by the patient and 
his wife. Haemoglobin estimations were made in 
four cases, the readings being 48, 60, 65, and 70 
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percent. The blood-urea figures ranged from 107 mg. 
per 100 c.cm. to 288 mg. per 100 c.cm. In the 
case of No. 2 the reliability of the urea estimation 
by a technical assistant was called in question. 
This patient made a full recovery after a two-stage 
prostatectomy. There was no close correlation 
between the height of the urea figures and the clinical 
symptoms or signs, with this exception that the case 
with the highest figures presented the lowest hamo- 
globin and was the only one in which vomiting was 
mentioned. The “fishy” breath was recorded 
in the cases with the highest and the two lowest 
readings. In No. 3 the salivary urea was estimated 
on account of the unpleasant “ metallic’? taste 
complained of, and gave a figure of 62 mg. per 
100 c.cem. as compared with a blood-urea of 97 mg. 

Although the blood pressure was high in five out of 
the six cases there was no reason to suspect the 
simultaneous presence of primary renal disease, the 
age and earlier history of the patients, the absence of 
retinitis, and the small traces of albumin furnishing 
the chief arguments against this possibility. 

In no case was there any account of convulsions. 
One case is well after a two-stage operation. Two 
were well some months after the first operation. 
Two have not been reported. One case died in 
coma after a first-stage operation. We now believe, 
from the observations of D. McAlpine?! and others, 
that the convulsive phenomena of chronic nephritis 
are generally expressive not of the intoxication but 
of the accompanying hyperpiesia and hyperpietic 
crises of arterial disease. They can occur in cases of 
hyperpiesia with normal renal function. Conversely 
cases of prostatic and gastric uremia, although 
cramps, muscular twitchings, and coma may super- 
vene, seem little liable to convulsion. Once more it 
should be emphasised, for it helped to explain why 
they escaped diagnosis, that for the most part these 
six patients thought that they were passing plenty 
of urine. They may indeed pass plentiful, dilute 
water. As they were troubled with frequency, it 
had not, with one exception, occurred to them 
that micturition was seriously obstructed or that 
they were suffering from actual retention. This 
lack of appreciation may be due in part to the 
fact that when a hollow organ becomes gradually 
and grossly distended it is less able to register dis- 
comforts, and in part, perhaps, to the “dulling ”’ of 
perception which is a feature of the uremic state. 

The following case is particularly instructive as 
the patient, although more gravely ill than the others, 
had noticed no urinary symptoms excepting that 
he had to pass water once at night. 

Case 5.—Male, aged 67, complained of recurring 
attacks of nausea and vomiting during the past six months. 
He experienced no abdominal pain at any time. He had 
had an X ray examination of his alimentary tract three 
months previously. He and his wife had noticed a 
curious, unpleasant odour in the breath. He had been 
troubled with fidgets and cramps. He had lost half a 
stone in weight, and there was noticeable wasting about 
the shoulders. The bladder was distended to the navel. 
Prostate much enlarged. His blood pressure was 195/110. 
Hemoglobin 48 per cent. Urine clear, specific gravity 
1008, no albumin or sugar. A few leucocytes but no 
casts in the centrifugalised deposit. Urine urea 0°85 per 
cent. Blood-urea 288 mg. per 100c.cm. After 11 months 
of suprapubic drainage this patient has recovered his 
well-being, his weight has risen by 1 st., the hemo- 
globin is now 80 per cent., and the blood pressure 160/110. 
The blood-urea, however, is still 116 mg. per 100 c.cm. 


The differential diagnosis of prostatic uremia in 
the ambulatory phase is from abdominal malignant 


1 Quart. Jour. of Med., 1933, xxvi., 463. 
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disease, and other causes of anemia and anorexia 
appropriate to the sixth and seventh decades. 
GASTRIC URZMIA 

This condition is associated with other biochemical 
disturbances besides nitrogen retention—namely, an 
alkalosis and a chloride deficiency. It may result 
from gastric or duodenal ulceration, generally but 
not always complicated by some degree of stenosis ; 
from pyloric obstruction due to new growth; and 
from a high intestinal obstruction. Repeated vomit- 
ing, vigorous alkaline therapy (particularly in the 
presence of pyloric stenosis or any associated renal 
- inadequacy), and gastric hemorrhage all tend to 
encourage alkalosis and uremia. A raised blood- 
urea, from twice to five times the normal figure, 
may also be found in cases of pyloric stenosis when 
clinical symptoms of uremia are absent. I have 
now made it a routine to ask for a blood-urea esti- 
mation in all cases of pyloric narrowing, whether 
benign or malignant, as a high figure calls for special 
care in respect of pre- and post-operative treatment 
and anzsthesia. 

A valuable group of papers? on alkalemia and 
renal insufficiency in gastric disease by Hurst, Wynn 


Albu- | 
min. | Cells. 
Sp. gr. | 


Duration 
| of ureemic 
symptoms. 


Bladder 
symptoms. 


| Blood- | 
| urea | 
(mg.). 


CasE 1. Gastric ulcer with fatal alkalosis and uremia.— 
Female, aged 50. This patient, whose case was previously 
reported by Wynn Houghton,’? was admitted to hospital 
for vomiting, without pain. She was found to have eight 
hours gastric stasis by the barium meal but without a 
visible lesion; she was promptly relieved by gastric 
lavage. She was readmitted later with a return of symp- 
toms, became mentally peculiar and emotional, and-finally 
stuporose, and died. The blood-urea was two and a half 
times normal, There was no albuminuria at first, but 
albumin and casts appeared shortly before death. At the 
autopsy a prepyloric gastric ulcer which was not encroach- 
ing upon the ss and a mild gastritis were the only 
pathological dings. The kidneys were normal to 
naked-eye inspection. 


Case 2. Duodenal ulcer with stenosis; alkalosis and 
uremia immediately following  gustro - jejunostomy ; 
recovery.—Male, aged 51. Gave a 20 years’ history of 
dyspepsia. Eight years previously he had been operated 
on for a perforated duodenal ulcer. Two years before 
he was referred to me by Dr. Bernard Haigh he started 
alkaline treatment, taking a quarter of a pound of 
Maclean’s powder each week. Recently he had com- 
plained of copious acid vomits and had lost nearly 
2 st. in weight. There was visible peristalsis. In 
addition he showed slight hyperthyroid symptoms and a 
blood pressure of 200/120. He was admitted to Guy’s 
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Houghton, Venables, and Lloyd appeared in the 
Guy’s Hospital reports ten years ago, together with 
references to the English and American literature. 
M. Rachmilewitz* has also discussed the gastric and 
other causes of “ extrarenal azotzmia.” 

Among six cases of gastric uremia in my own 
practice there were four cases of duodenal ulcer, one 
of gastric ulcer (prepyloric), and two cases of pyloric 
carcinoma. Only one of these had been subjected 
to intensive alkaline therapy before the onset of 
uremic symptoms. Vomiting had been severe before 
the onset of symptoms in three cases, slight in two, 
and absent in one—the case receiving alkaline therapy. 
Two cases had slight and one severe bleeding at the 
time of development of the uremic symptoms, or, 
conversely, bleeding may have occurred in concert 
with the uremia. Two cases with duodenal ulcera- 
tion recovered after operation. The remainder died. 

The symptoms recorded in this group included 
mental disturbance, drowsiness, headache, thirst, 
hiccups, muscular twitching, stupor, and coma. 
Anorexia, irritability, apathy, and pruritus have also 
been recorded by others* as premonitory of graver 
trouble. “Fishy” breath and earthy pigmentation 
of the face were striking features in one case to be 
described later. The blood-urea figures in my own 
eeries have ranged from twice to seven times normal. 


* Guy’s Hosp. Reports, 1925, ixxv.; 147, et seq. 
ohare Lancur, 1934, i., 78. 
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Hospital where the diagnosis of pyloric stenosis from @ 
chronic duodenal ulcer was confirmed. Mr. Philip Turner 
operated, performing a short circuit. Shortly after 
coming round from the anesthetic he became restless 
and mentally peculiar, and finally stuporose. However, 
with salines and sedatives he recovered. The blood-urea 
was 112 mg. per 100 c.cm. He had not been having 
intensive alkaline therapy before the operation, nor had 
he complained of general symptoms, or been noticed to 
be peculiar in any way. With a blood-urea estimation 
prior to operation it is possible that this anxious episode 
might have been avoided. 


Case 3. Duodenal ulcer without gastric stasis ; alkalosis 
and uremia following alkaline therapy; recovery; gastro- 
jejunostomy.—Male, aged 43. Had suffered in earlier life 
from bilharzia and pulmonary tuberculosis. Inter- 
mittently over a period of six years he had been troubled 
with symptoms of duodenal ulcer, usually responding 
pen to diet and strict treatment. In June, 1933, 

had a vomiting attack with a slight hematemesis. He 
then remained fairly well until the beginning of December, 
1933, when he had another small hematemesis. He was 
put to bed and given frequent doses of Maclean’s powder. 
I saw him on Dec. 11th, when he was looking very ill, 
drowsy, apathetic, with a brown-tinted complexion, dry 
tongue, and “fishy” breath. He was admitted to a 
nursing-home where he remained very drowsy for some 
days. He complained of slight headache and had to be 
roused to talk or to take his feeds. There was pronounced 
thirst. Urine plentiful, with only a haze of albumin, 
probably due to a chronic cystitis with pyuria. Pre- 
viously his renal function was known to be satisfactory. 
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Blood pressure 140/90. Alkalis were immediately 
stopped. The blood-urea figure was 175 mg. per 100 c.cm. 
He slowly improved. After six weeks the blood-urea had 
fallen to 58 mg. per 100 c.cm., but gastric symptoms 
had again become troublesome and feeding was difficult. 
No gastric stasis was demonstrable radiologically. After 
preparation with continuous intravenous saline a gastro- 
jejunostomy was performed by Mr. L. Bromley in February, 
1934. Convalescence was slow but recovery complete, 
and he has remained well and active up to the present 
time. 

Whatever part the associated alkalosis and chloride 
deficiency may play in these cases it will be seen that 
the clinical picture of gastric uremia includes symp- 
toms common to nephritic and prostatic uremia. 
These common symptoms may indeed be regarded 
as the true symptoms of uremia. I have not 
encountered any case of gastric uremia with con- 
vulsion. Tetany, which was formerly regarded as an 
important nervous manifestation of pyloric obstruc- 
tion, has not, so far as I can recollect, been recorded 
among any of my private or hospital cases of ulcer 
or cancer in recent years. Seen in the stage of coma 
with a normal urine and an indefinite gastric history 
the diagnosis of gastric uremia may present great 
difficulties. 

TREATMENT 


The treatment of prostatic uremia is mainly a 
matter for the surgeon. It includes careful “ decom- 
pression” of the distended bladder, a two-stage 
operation, and treatment of the anemia. 

The treatment of gastric uremia includes the 
prompt withdrawal of all alkalis, gastric lavage, 
rectal salines and, in grave cases, or as preparation 
for operation in cases with a high blood-urea, intra- 
venous salines by the continuous method, and 
finally appropriate surgery. With extension of the 
knowledge that uremia may be due to extrarenal 
causes, prostatic and gastric uremia should commonly 
be preventable. 





OBSERVATIONS ON 
THE TREATMENT OF BURNS 


By A. M. CrarK, M.C., M.A. Oxon., 
Ch.M. Glasg. 


ASSISTANT SURGEON TO THE ROYAL INFIRMARY, GLASGOW 
AND 
R. CRUICKSHANK, M.D. Aberd., D.P.H. 


BACTERIOLOGIST TO THE ROYAL INFIRMARY AND LECTURER IN 
BACTERIOLOGY IN THE UNIVERSITY OF GLASGOW 


DeEsPITE considerable research and undoubted 
advance in the methods of treating burns, the results 
at present being obtained may still be criticised and 
improved upon. Perhaps too much has been expected 
of the tannic-acid treatment, which despite modifica- 
tions is not in itself wholly satisfactory. 


Recent knowledge has indicated that the natural 
history of a severe burn may be divided into three 
phases: (1) primary shock ; (2) dehydration, due to 
escape of fluid from the blood not only at the burnt 
surface but also into the tissues around the burnt area, 
as a result of which the blood is concentrated and its 
pressure is lowered; there is a decrease of blood 
chlorides ; and (3) infection, which may begin on the 
burnt surface within 12-24 hours after the injury has 
been sustained, and which is largely responsible for 
the fever and toxemia manifest during the first 
four or five days of the illness. In the treatment of 
severe burns, therefore, every effort should be made 


to help the body’s natural resources for combating 
these developments. Shock in itself may be Nature’s 
effort to deaden pain and tide the patient over the 
initial phase of his injury, and its treatment should 
be conservative. Loss of fluid should be prevented 
as far as possible and replaced by the most suitable 
methods. As regards infection, prevention is again 
the best form of treatment ; and since its réle in the 
morbidity and mortality of burns has not been 
sufficiently emphasised, a large part of the present 
paper is given to its consideration. 


Bacteriological Examinations 


During the past two years bacteriological examina- 
tions have been carried out on swabs taken from the 
abraded surfaces of severe burns occurring in patients 
admitted to the burn wards of the Glasgow Royal 
Infirmary. It is not intended to describe in detail here 
the results of these examinations; it is sufficient to 
state that whereas the majority of burns are unin- 
fected on admission (provided the patients are 
admitted within 24 hours of the injury), later, and 
generally within 24 to 48 hours, cultures from the 
burn yield a profuse bacterial flora in which 
Streptococcus hemolyticus is usually the predominant 
organism. In fact this bacterium is not infrequently 
present in almost pure culture ; it seems to find the 
large abraded area deprived of its protective epithelial 
covering a particularly suitable breeding ground. 
Its frequent occurrence in infected burns has been 
recently, and independently, noted by Aldrich 
(1933). Probably infection of burns by the hzemo- 
lytic streptococcus is facilitated by the congregation 
of patients in wards—we have found the organism 
numerously present in the dust and air of the burn 
wards—but burns may be similarly infected before 
the patient is admitted to hospital. -As a result 
of this bacterial invasion, toxins are formed and 
absorbed and the patient shows the clinical symptoms 
of a septic infection. In addition, broncho-pneumonia, 
septicemia, and scarlet fever are most probably 
the sequelz of infected burns. 

In an effort to prevent bacterial infection, therefore, 
we decided to carry out in-vitro tests of the antiseptic 
value of various substances which are or may be used in 
the treatment of burns, as a preliminary to their 
clinical application. 


METHODS AND RESULTS 


Since the hemolytic streptococcus is the chief 
infecting organism, strains of this organism freshly 
isolated from burns were used throughout the experi- 
ments. The method adopted was to add 0-01 c.cm. of 
an 18-hours culture of S. hemolyticus in Hartley's 
broth to 2-5 c.cm. of the antiseptic solution, using 
physiological saline as the diluent. At intervals of 
time varying from 2} minutes to 4 hours—-since certain 
antiseptics, e.g., acriflavine, exert their bactericidal 
effect much more slowly than others—a loopful 
(4 mm. diameter) of the mixture was removed and 
(1) plated on blood-agar as a double streak and 
(2) inoculated into 5 c.cm. of Hartley’s broth. The 
media were incubated for 24 and 48 hours when the 
results were read. 

Tamnic acid.—Although tannic acid, as a protein 
precipitant, might be expected to possess antiseptic 
properties, there were no available data concerning 
its bactericidal powers. Clinically it does not prevent 
the development of sepsis on the abraded surface 
under the pellicle. The in-vitro tests showed that, 
after 2} to 10 minutes contact, 8S. hemolyticus was 
not killed by freshly prepared solutions of 5 and 
20 per cent. tannic acid, but from half an hour onwards 
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the test organism could not be recovered in subculture 
(see Table). 


Bactericidal Effect of Tannie Acid on S. hzemolyticus 


' j 


Minutes. Hours. 


Tannic acid. 


5 per cent. 
20 per cent. 


+ = good growth in subculture. 
+ = moderate. + = poor. 


“- 


The difference between the test-tube tests and the 
clinical results may be explained by the combination 
of the tannic acid with the tissue-proteins thus 
interfering with the antiseptic property of the former. 

Tannic acid plus acriflavine—It was decided to 
combine tannic acid with an antiseptic, and acri- 
flavine was first tried, in the hope that such a mixture 
would exert an antiseptic action when applied to 
the tissues and still maintain the useful function 
of the tannic-acid pellicle. However, when strengths 
of 1 in 100 and 1 in 250 acriflavine were prepared 
in solutions of 5 and 20 per cent. tannic acid, pre- 
cipitates formed : the resulting mixtures, when tested, 
were even less bactericidal in vitro than similar 
dilutions of tannic acid alone. 

Tannic acid plus Dettol.—Infection of the abraded 
surface in burns seemed frequently to begin at the 
edges of the wound where the tannic-acid pellicle was 
retracting, and was probably facilitated by con- 
tamination from the surrounding skin. Since Dettol— 
a (proprietary) halogen derivative of xylenol dissolved 
in a mixture of essential oils which in turn are dissolved 
in a neutral solution of a suitable soap to render 
them miscible with water—has been shown to maintain 
the skin antiseptic for 3 to 5 hours (Colebrook and 
Maxted, 1933), in-vitro experiments were carried 
out to test the bactericidal effect of this substance 
on 8. hemolyticus using the dettol alone in varying 
strengths and also mixed with tannic acid. Dettol 
alone in 25 per cent. solution killed the hemolytic 
streptococcus within 2} minutes * and was similarly 
effective when used as a 20 per cent. dilution in 
5 per cent. tannic acid. Consequently we have used 
this mixture clinically in the treatment of burns. 


Prevention of Toxin-absorption 


Before dealing with clinical methods and results, 
some experiments devised in the hope of preventing 
absorption of toxic products from the burnt area may 
first be described. Harris (1927) has shown that 
extracts of epidermis are second only to those from 
lung in their power of producing a threefold vascular 
response in man or in causing a vasodilator fall of 
blood pressure in the anxsthetised cat—phenomena 
associated with the action of histamine. As hista- 
mine has not yet been chemically separated from 
skin extracts, this active principle is called the 
H substance Harris further showed that in scalds 
of the skin the H substance drained from the ode- 
matous area along the lymphatics. Recently it has 
been suggested by Dale (1933) that impulses initiated 
by this substance or by the injury itself pass from the 
sensory nerve-endings through the axon to the motor 
nerve of a neighbouring arteriole where acetylcholine 
is liberated and arterial dilatation ensues. Blalock 
(1931) has maintained that the main action of these 
toxic substances is confined to the neighbourhood of 


* Colebrook and Maxted ‘found that a 2 per cent. solution 
of dettol killed S. hamolyticus and B. coli in two minutes, even 
in the presence of pus. 
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the bare, causing a local loss of plasma into the tieones 
sufficient to account for the fall in blood pressure. 

Consideration of the adsorptive properties of 
charcoal suggested that this substance might be of 
value in the early treatment of burns, particularly 
if the shock is due to the local liberation of toxic 
products such as histamine or allied compounds. 
We have confirmed the finding that histamine is 
adsorbed by vegetable charcoal (Norit brand) and 
it is claimed that bacterial toxins are similarly 
adsorbed. It is, however, doubtful if histamine or 
allied depressor substances are present in the exudate 
on the burnt surface although bacterial toxins would 
probably be present. As a test, charcoal itself was 
applied as a dressing to burnt areas while burns of 
similar degree on the same patient were treated 
with tannic acid. The charcoal when blown on in 
the dry state proved a fairly satisfactory protective 
covering, forming a firm pellicle with the coagulated 
exudate. But, while it minimised offensive odours, it 
did not prevent bacterial infection. The coagulation of 
the exudate in contact with the charcoal had probably 
interfered with the adsorptive properties of the latter. 

Since a suspension of charcoal was not by itself 
bactericidal, we attempted to render it antiseptic by 
incorporating with it various substances (acriflavine, 
gentian-violet, phenol, mercuric chloride) in the dry 
state. However, in-vitro experiments showed that 
when aqueous solutions of such mixtures were 
prepared the antiseptic substance became adsorbed 
to the charcoal and was thus rendered bactericidally 
inactive. For example, 5 c.cm. of solutions of mercuric 
chloride 1 in 1000, eusol, phenol 1 in 60, 1 per cent. 
chloramine-T, 1 per cent. acriflavine, 1 per cent. 
gentian-violet were each mixed with 1 gramme of 
Norit and allowed to stand for 2 or 3 hours. The 
resulting mixtures failed to kill S. hemolyticus although 
by themselves these antiseptics in the same dilutions 
were quickly bactericidal for that organism. Dettol, 
when similarly tested, was bactericidal in 50 per 
cent. but not in 25 per cent. solution. These obstacles 
to the production of an antiseptic adsorbing substance 
forced us to abandon the use of charcoal for the early 
treatment of burns. 


Treatment of Burns 


The various substances or combination of substances 
which have found favour at one time or another in the 
treatment of burns may be divided into five principal 
groups: (1) simple occlusive dressings; (2) anti- 
septics ; (3) substances producing precipitation of an 
insoluble protein salt, e.g., tannic acid and picric 
acid ; (4) solutions which tend to remove products 
of tissue decomposition, e.g., Dakin’s solution and 
dilute acetic acid ; and (5) hypertonic saline solutions. 
Of these the most satisfactory are apparently the 
protein precipitants. 

The value of tannic acid—which precipitates proteins 
and their sub-units down to polypeptides—in the 
treatment of burns was first demonstrated by 
Davidson (1925). It apparently penetrates fairly 
deeply before being fully used up. The precipitated 
protein is said to act as a barrier against absorption 
of toxic products and exercises an analgesic effect 
due to the protective covering. It also prevents 
excessive fluid loss from the abraded surface. 
Davidson recommended that the burnt area be covered 
with dry sterile pads held in position by gauze 
bandages and the whole dressing soaked with a 
2-5 per cent. solution of freshly prepared tannic 
acid, and that as soon as the area has acquired a light 
brown colour it should be exposed to the air. Peck 
and Powers (1926) sprayed the burn with tannic acid 
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by means of an atomiser, the burnt area being 
sprayed at hourly intervals for 8 to 12 hours, at the 
end of which time a firm coagulum has formed. 
Glover (1932) advised the use of a solution of tannic 
acid up to 10 per cent., sprayed on hourly for the 
first 24 hours. 

Donald (1930) thinks that tannic acid does not 
prevent toxemia and that if the burnt area cannot be 
properly cleansed the application of tannic acid may be 
dangerous. Recently some workers have incorporated 
an antiseptic in the tannic-acid solution ; for example, 
Mitchiner (1933) uses a 2 per cent. solution of tannic 
acid in 1 in 2000 perchloride of mercury for the 
treatment of mild burns. In the report on the Medical 
Treatment of Men Burned in Colliery Explosions 
(1933), a 20 per cent. solution of tannic acid in 1 in 
1000 solution of acriflavine is recommended; a 
secondary application of this may be necessary. 

Two other methods of treating burns which have 
been tried recently may be mentioned. Monteith and 
Clock (1929) spray the burnt area with normal horse 
serum to which cresol has been added, and cover the 
area with oiled silk ; this procedure is repeated twice 
daily for a few days. They claim that with this method 
new epidermal tissue forms rapidly and that there is an 
absence of scar tissue, lack of pain, and prevention of 
toxemia. The rationale of the method is that the 
normal serum supplies a physiological medium in which 
the tissue cells are able to multiply and repair the 
damaged tissues. Aldrich (1933) recommends spraying 
the burnt area with a 1 per cent. solution of gentian- 
violet on the admission of the patient to hospital and 
repeating this every 2 hours for 4—6 hours, and then 


every 4-6 hours for 24 hours. Connell, Fatherree, . 


Kennedy, and M’Swain (1933) add 30 g. tragacanth to 
1000 c.cm. of 1 per cent. gentian-violet ; a thick layer 
of this jelly on four or five sheets of gauze is applied to 
the burnt area. They claim that this prevents toxemia. 
We have employed in a few cases an application of 1 per 
cent. gentian-violet in tragacanth, but although the 
results appeared to be satisfactory, we abandoned the 
method because of the pain which resulted. The pain 
was probably caused by the contraction of the 
tragacanth. 
PERSONAL OBSERVATIONS 

The method of treatment described here was that 
used in a series of patients who were admitted to the 
burn wards of the Glasgow Royal Infirmary. It is 
important to realise that the first essential is to 
combat the shock rather than to treat the actual 
burn. On admission to hospital the patient is put to 
bed in a special room, the “‘ shock room,”’ which has 
a constant temperature of about 80°F. A cage is 
placed over the patient to prevent the blankets resting 
on the burnt area, morphia is given and saline is 
administered per rectum. In cases of severe shock 
and where the limbs are extensively burned it is 
usually impracticable to give saline intravenously. 

As soon as the patient has recovered sufficiently he 
is placed in a warm bath, suspended on a hammock. 
While the patient is in the bath, which has a con- 
tinuous supply of running water of a temperature 
varying from 100° F. to 110° F., all the blisters are 
cut away and as much as possible of the dead skin 
is removed. The surrounding areas are gently cleansed 
with soap and water; ether and alcohol are not 
recommended as cleansing agents owing to the 
pain which they cause. We did not employ anzs- 
thetics in any of our cases. In severe cases of burning 
the patients are too shocked to tolerate an anesthetic, 
and anesthetics such as chloroform and ether increase 
the shock. For example, Dale (1919) has shown that 
as much as 10 mg. of histamine per kg. weight may be 
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administered intravenously to an unanesthetised 
eat and produce only slight symptoms, but if 
a much smaller dose be administered to an 
anesthetised animal the shock produced is 
fatal. The anesthetic apparently sensitises the 
endothelium of the capillaries to histamine. We 
have found that the burnt area can be effectively 
cleansed by the method described, but if an anzsthetic 
be considered necessary nitrous oxide and oxygen is 
the method of choice. In any case, it is essential to 
wait until the patient has recovered from the pre- 
liminary shock. As many cases of burns are infected 
with the hemolytic streptococcus, we give con- 
centrated scarlatinal streptococcus antiserum on 
admission to all cases of extensive burns and to those 
cases in which the temperature rises to 103° F. 
during the first 24 hours. Ten cubic centimetres of 
the serum are given and this dose is repeated on two 
occasions, making a total of 30 ¢.cm. 

After the burnt area has been cleansed and the dead 
skin removed, a 5 per cent. solution of freshly prepared 
tannic acid combined with a 20 per cent. solution of 
dettol is applied to the area. In our expérience the 
most satisfactory method of application is in the form 
of a moist dressing, since the coagulum forms more 
quickly than when an atomiser is used. Three or 
four layers of lint are soaked in the mixture of tannic 
acid and dettol and applied to the burnt area, which is 
then covered with cotton-wool and a gauze bandage. 
The cotton-wool and bandage are removed every two 
or three hours, but the lint is left in position and it is 
resoaked with the tannic acid and dettol solution. 
After 8-12 hours the entire dressing is removed, and 
by this time a firm dry brown coagulum has formed 
over the burnt area, which is then sprayed with 5 per 
cent. solution of tannic acid and dried by an electric 
drier. At the same time a large area of the surrounding 
skin is swabbed with dettol. To this we attach great 
importance, for the sepsis which sometimes occurs 
at the edges of the retracting coagulum may be due 
to infection from the skin. It is not usually necessary 
to repeat the spraying, but the surrounding skin is 
sponged with dettol every 4-6 hours until the 
coagulum has separated. When the coagulum has 
formed the area is left exposed to the air. It must 
be admitted that, even with this régime, infection is 
not always prevented, as is shown by bacteriologigal 
examination of the burnt surface or by the marked 
elevation of temperature and pulse-rate in some of 
the cases. 

After the coagulum has separated, the general 
principles of wound treatment are applied to the 
unhealed areas which remain in deep burns. The 
patient is placed each day in a warm bath, with a 
continuous supply of running water; at this stage 
the bath treatment has a very definite value. It is 
difficult to prevent bacterial infection of the large 
granulating surface and again S. hemolyticus is the 
principal infecting organism. However, local sepsis 
at this stage does not seem to produce constitutional 
symptoms, its main effect being to delay healing. 
We have found the preparation recommended by 
Bettman (1931) very useful in the treatment of the 
granulating surfaces of burns. The composition is 
oxy quinoline 0-6 g., chloretone 2-4 g., liquid petrolatum 
4-0 g., and scarlet-red ointment (5 per cent.) 120 g. 
Bandages impregnated with this ointment are applied 
ta the granulating areas and changed daily. When 
skin grafting is necessary Thiersch grafts, in our 
experience, give the best results; but the grafting 
should be carried out early. 

Although statistics are of very little value, it may 
be of interest to quote the result of 100 consecutive 
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Cases which were enficlentty 1 severe to be ebmitel 
to the burn wards, and which were treated by the 
method we have described. 

The 100 cases consisted of 65 children and 35 adults, 
and the total number of deaths was 12. 

Of the 65 children, 4 died (6 per cent.). Two had 
general scalds and died within 24 hours of admission. 
One case died of pneumonia in 36 hours, and one case, 
which was treated at home for seven days, was admitted 
moribund and died within 24 hours, 

Of the 35 adults, 8 died (23 per cent.). Four died of 
general burns within 24 hours. One died suddenly from 
cardiac failure four weeks after admission. One patient, 
aged 87 and extensively burned, died in a week. Two 
with extensive burns died in ten days. 


Summary 

It is suggested that the natural history of a severe 
burn consists of three phases—primary shock, 
dehydration, and infection—and that treatment 
should aim at preventing or combating these 
phenomena. Shock itself may be a defence mechanism 
and its treatment should be conservative. General 
anesthetics should as far as possible be avoided. 
Dehydration may be partly prevented by the local 
application of protein precipitants such as tannic 
acid, which form a protective pellicle over the abraded 
surface ; loss of fluid is treated by the administration 
of saline or gum solution intravenously, rectally, or 
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‘suboutancously. " dalestion of burns, particularly ty 
8. hemolyticus, is common even with the tannic-acid 
treatment and is largely responsible for the fever and 
toxzmia during the first four or five days of illness. 
For its prevention we have used a mixture of 20 per 
cent. dettol in 5 per cent. tannic acid applied as a 
moist dressing, at the same time swabbing a large 
area of the surrounding skin with dettol. If fever 
and toxemia are severe, concentrated scarlatinal 
streptococcus antiserum is given. The results have 
been satisfactory except in cases of very severe burns ; 
clinically the patients make better progress than with 
tannic-acid treatment alone. 
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HEREDITARY MULTIPLE LIPOMATA 


By F. F. Hetuirer, M.A. Camb., M.D., 
M.R.C.P. Lond. 


MEDICAL TUTOR AND REGISTRAR, THE GENERAL INFIRMARY, 


THE occurrence of any uncommon hereditary 
abnormality warrants record, because genetic research 
must depend largely upon statistics ; but the family 
about to be described is not only an example of a rare 
but well-known inherited defect, but is, as far as I 
can determine, unique in that it originated from the 
marriage of two affected persons. When I originally 
saw the first case over a year ago the patient declared 
that only her father was affected, but a recent visit 
to her parents has revealed the important fact that 
the mother has during the last 12 months developed 
lesions in every way similar to those of the daughter. 
The family tree is shown in the Figure, the first case 
to be seen being the eldest sister, aged 45. The 
parents are sure that no one in either of their own 
families was affected and there is no history of any 
cousin marriages; in fact they had originated from 
different parts of the country. 


The father, a blacksmith, has three lumps on his left 
forearm which have been present since he was 22 and have 
never given him any trouble. They appear to be of the 
same nature as those of the rest of the family. The mother 
has only had lesions for the past year, but those present 
now are typical, there being about half a dozen situated 
mostly on the right arm, although there is one, somewhat 
larger than the others, on the buttock. They vary in size 
from a pea to a walnut; when they first appear they are 
firm and painful, but when fully grown they are softer 
and often quite free from pain. She complains chiefly 
of the one on her buttock, for it is pressed upon by her 
corset. 

The daughter, now aged 45, attended hospital about 
18 months ago. Eleven years previously a small tumour 
had appeared near the radial in of the right forearm, 
about the size of a bean, and this gradually grew until it 


reached the size of a tangerine orange. Similar swellings 
appeared in other parts—on the left arm five years before 
admission, a year later on the legs and buttock, and 
within the last six months on the chest; none had 
developed on the face or hands. The tumours were painful 
whilst growing but when fully grown did not hurt and 
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caused little inconvenience except for their unsightliness. 
They were elastic swellings, when large exactly like 
lipomata, though the skin showed red or bluish discolora- 
tion over some of them. On microscopic examination 
they showed nothing but adipose tissue. The patient in 
other ways was completely healthy, but a careful scrutiny 
of her skin showed about half a dozen small pigmented 
moles over the trunk, three small nevi, a papillomatous 
tag of skin on her back and another small papilloma on 
her left cheek, also a wart on the front of her chest, striz 
atrophice on the abdomen, and a pigmented patch the 
size of sixpence on her left forearm. She has not been seen 
by me for the last year as she has moved to another 

of the country, but from her relatives’ account she 

undergone no material change. 

The sister aged 40 has one lesion on the right arm in 
about the same position as the first patient. The sister 
aged 36 has one on the left arm, whilst the sister of 33 has 
numerous lesions which appeared at the age of 31 first on 
the right leg but more recently on both arms. On the 
arms they were little larger than a pea but on the thigh 
there was a larger and more diffuse swelling. Finally the 
sister aged 25 had two small lesions on the buttock which 
had appeared fairly recently. The brothers were not seen, 
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but all the members of the family declared that they had 
neither of them any lesions and as the family as a whole 
were quite conscious of the defect it is unlikely it would 
be overlooked. The eldest grandchild is 25, the daughter 
of the first patient, but neither she nor any of the third 
generation show any lesions as yet. 


Multiple lipomata are not uncommon but only 
rarely do they show an hereditary incidence. 
Cockayne ' was able to find less than a dozen families, 
and he makes no mention of any case where two 
affected persons married. In the figures he gives 
males preponderate over females both in cases with 
family histories and those without ; in the former the 
proportion is 18 to 9. He says with regard to the 
type of inheritance “though the condition is a 
dominant, the small proportion affected and the 
large number of isolated cases make it not improbable 
that two genes are concerned.” 

In this family a striking feature is the limitation 
to females in the second generation and the fact 
that five out of eight sisters at least were affected ; 
the remaining three sisters were among the last four 
children, and these may possibly develop lipomata 
as they grow older. This is undoubtedly related to 
the fact that the parents were both affected though 
the mother showed lesions only at the age of 63; 
the father, however, had had tumours ever since the 
usual age, which is something over 20, although 
his were few in number. It may be of some significance 
that in five of the seven cases the swellings were first 
noticed on the arms, but this may be due to the fact 
that a small lipomatous tumour would be much more 
likely to attract attention on the forearm than on 
the buttock or back. 

Discussion of the hereditary mechanism of this 
condition will not be attempted until it is possible to 
collect further instances from the literature. 


I wish to thank Dr. R. A. Veale for permission to 
publish an account of this case which was admitted 
under his care at the Leeds General Infirmary. 





AGRANULOCYTIC ANGINA 
FAILURE WITH PENTNUCLEOTIDE 


By J. Fertes, M.B. Aberd.; AND 


LioneLt E. H. Wuirtsy, C.V.O., M.C., M.D. Camb., 
F.R.C.P. Lond. 


ASSISTANT PATHOLOGIST TO THE MIDDLESEX HOSPITAL 


A FULL description and bibliography of the treat- 
ment of agranulocytic angina is contained in the 
publications of Marriott (1934) and Smith (1934). 
Both these authors successfully treated one case 
with Pentnucleotide as did also Bulmer (1933) and 
Wilkinson and Israéls (1934). Hartfall (1934) 
obtained a striking success with pentnucleotide in an 
agranulocytosis accompanying the monocytosis of 
Vincent’s angina. But English medical literature, 
as compared with American, contains so few reports 
of pentnucleotide treatment that no true estimate 
of the efficacy of the drug is yet possible so far as 
this country is concerned. Failures have been 
reported by Fairley and Scott (1933) and by Blackie 
(1934). In these two cases the agranulocytosis was 
secondary to an infective process: in the first, an 
obscure long-standing infection; in the second, 
typhoid fever. The case here described appeared to 
be one of primary agranulocytic angina. One of us 

1 Cockayne, E, A.: Inherited Abnormalities of the Skin, 
London, 1933. 


(Whitby) has had experience of two other failures, 
both in subjects between the ages of 20 and 30, and 
both so fulminating that death occurred within 
3-5 days of the onset. Hall (1934), also, has recently 
reported four cases in which pentnucleotide was 
ineffective ; three of these were acute and one of 
the relapsing type. The literature of this country 
concerning pentnucleotide therapy, therefore, con- 
tains records of 5 successes and 9 failures, and if 
the secondary type of disease be excluded (Bulmer, 
Fairley and Scott, Hartfall, Blackie) the sum total 
is 3 successes and 7 failures—a considerably higher 
mortality than the 25 per cent. found in America. 
Plum (1935) in Denmark had 1 success and 4 failures 
in treating 5 cases of agranulocytic angina due to 
drugs containing Pyramidon (amidopyrin). 

Our patient was a well-nourished, active, and energetic 
woman of 70. She had not felt well for about a fortnight, 
and when first seen had a temperature of 100° F. with a 
moderate gingivitis of one side of the lower jaw as well 
as a small ulcer on the hard palate ; there was no fetor 
and no constitutional disturbance. Within 24 hours the 
gingivitis appeared to be progressing and therefore merited 
investigation. Smears from the gums contained a few 
Vincent’s organisms mingled with the common flora of 
the mouth. A leucocyte count, performed at the same 
time, showed the result given in the accompanying Table 
(second day). 

Pentnucleotide therapy (Makers: Smith, Kline, and 
French*) was immediately started and continued with 
twelve-hourly until death on the tenth day of the illness. 
The local lesions in the mouth were treated with 5 per 
cent. Salvarsan paint, with methyl-violet paint and with 
saline irrigations. Radiostoleum and other vitamins were 
administered and fluids given in quantity by mouth and 
by rectum. During the course of the illness the gingivitis 
progressed, and fresh ulcers developed on the palate, 
whilst the original ulcer penetrated to the bone. The 
fauces became swollen and cdematous but never actually 
ulcerated. An ephedrine spray gave considerable relief 
to the faucial swelling. Hypnotics, narcotics, and seda- 
tives were not given. Within 24 hours of starting the 
pentnucleotide the temperature rose to 104°F. and 
fluctuated between 102° F. and 104° F. for the rest of 
the illness. Prostration did not become marked until 
about the fifth day, but from then onwards there were 
gradually lengthening periods of delirium. The blood 
pressure, taken weekly for the previous 12 months, had 
averaged 180 mm. Hg; it fell progressively to 80 mm. 
throughout the first six days of the illness, but rose again 
a few days before death. There was no enlargement of 


the spleen or liver. 


Blood Counts and Blood Pressure 


Day of disease. 





iamesiotin (percent.) — - 
Red cells (m.) me - 
Leucocytes (total) .. 
Polymorphonuclears . . 0} - 6 


800 

Lymphocytes 1248 
| 38 | 46 

20 | 20 20 

150 |150 ae 80 
| 


752 
onocytes ee oe | Sl 
Pentnucleotide (c.cm.) | 15 

Blood pressure oo | 





It will be evident that this case failed to show any 
effective response to nucleotide therapy. There was 
a negligible flicker in the polymorphonuclear count 
on the sixth day, so small that only one cell was 
encountered in the laborious task of enumerating 
200 leucocytes. It would appear, therefore, that the 
disease was of primary “ aplastic” type rather than 
one due to a maturation defect. The circumstances 
of the patient prohibited an experimental bone- 
marrow biopsy—an invaluable procedure for prog- 
nostic purposes. According to American findings 


*Smith, Kline, and French Laboratories, Philadelphia. Pre - 


pared under the direction of the committee on nucleotide therapy 


of the Harvard Medical School. 
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the aplastic type of the disease has invariably a bad 
prognosis, and it may well be that such few cases 
as have been recorded in England have been mostly 
of this type. Our patient gave no history of having 
taken pyramidon or barbiturate drugs, and these 
were expressly withheld during the course of the 
illness ; nor had dinitrophenol been used despite the 
fact that she had for some months been attempting 
to reduce weight. In a woman of 70, however, it 
may well be that dietetic restrictions depressed the 
general vitality sufficiently to cause or contribute to 
a bone-marrow failure. 
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AGRANULOCYTIC ANGINA 
A FATAL CASE TREATED WITH PENTNUCLEOTIDE 
By L. I. M. CastLepeEen, M.D. Lond. 


HON. MEDICAL REGISTRAR, ROYAL SUSSEX COUNTY HOSPITAL, 
BRIGHTON 





TuIs case is recorded not only because of its 
intrinsic interest but also because it is one of the 
“two others in this neighbourhood ” mentioned by 
Dr. Donald Hall in his paper in THE LANCET of 
Dec. 29th, 1934. 


Mrs. A., aged 33, came under the care of my partner, 
Dr. E. Wight, on August 30th, 1934, complaining of pain 
and swelling in her right lower jaw and of general malaise. 
The history was that she was quite well until August 22nd 
when toothache began in the right lower jaw. On the 
25th she saw a dental surgeon who found signs of an acute 
abscess at the root of the right lower fifth, which was a 
crowned tooth, and caries of the right lower sixth and left 
lower seventh. Except for slight swelling round the 
crowned tooth the mouth was otherwise normal and the 
mucous membrane was everywhere intact. The right 
lower fifth and left lower seventh were extracted under 
gas anesthesia, and the patient was instructed to use a 
simple mouth-wash. On the 27th she complained that 
her “‘ toothache ”’ instead of being relieved by the extrac- 
tion was getting worse. The cavity of the extraction 
looked normal, and there was no discoloration or ulceration 
of the buccal mucous membrane. 

Except for trivial illnesses she had always been in 
very good health, but had for many years been addicted 
to over-indulgence in alcohol, chiefly spirits. No history 
could be obtained of her having taken amidopyrin or any 
similar.drug. Aspirin had been used for the recent pain. 

When the patient was seen on August 30th the tempera- 
ture was 102° F., the pulse-rate 118, and the respirations20. 
There was ulceration of the gum round the site of extrac- 
tion on the right side covered with a greyish-yellow 
exudate which extended along the alveolus internally 
and externally. Similar exudate was present on both 
tonsils. She continued to run a temperature of 102°—104-6°, 
and there was a steady spread of exudate at all sites in 
spite of energetic cleansing of the mouth with hydrogen 
peroxide and glycerin. phenol. in a nursing-home to which 
she was moved on Sept. 3rd. Polyvalent antistreptococcal 
serum (10 c.cm.) was given intramuscularly on the 3rd 
and 5th. On the latter day it was decided to have a 
blood count. This showed : 
Red cells. . oe at ct 


White cells ve 75 
60 % 


Polymorphs 

Lymphocytes 

Mononuclears 

Eosinophils 12% 

No abnormal red or white cells were seen. Blood cultures 
taken at the same time were sterile in all media after 
16 days. 


Hemoglobin 
Colour-index .. 


CLINICAL AND LABORATORY NOTES 
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On Sept. 6th pentnucleotide 20 c.cm. was given intra- 
muscularly, and on the following day I saw the patient 
for the first time. She was a well-nourished woman of 
fair complexion. Temp. 104-8°, pulse-rate 132; face 
flushed, eyes bright, and skin perspiring freely. At the 
site of the extraction of the right lower fifth there was an 
ulcer which extended over the alveolus from its junction 
with the floor of the mouth on the inner side to the sulcus 
between it and the cheek on the outer, here it also extended 
both forwards and backwards for about half an inch in 
each direction. The edges of the ulcer were red and 
** punched out ”’ in appearance, but there was very little 
surrounding cdema. A _ greyish slough, which was 
noticeably dry so as to be almost black towards its centre, 
covered the floor of the ulcer. Similar ulcers were present 
on both tonsils and round the cavity on the left side. 
The tongue was moist with thick white fur. Enlarged 
cervical glands were palpable on both sides. Physical 
examination was otherwise completely negative. There 
was no enlargement of the spleen or liver, and the urine 
was normal. 

For the remainder of the patient’s illness the tempera- 
ture was remittent between 102° and 105°; she was con- 
scious until Sept. 12th, when the typhoid state supervened, 
and she died on the 13th. From Sept. 7th until her 
death there was diarrhoea, 3-5 stools, normal except for 
their consistency, being passed each day. During this 
time she took fluids well but her tongue and lips became 
dry, and there was a steady increase in size of all the 
ulceration in the mouth. Swabs from these sites taken 
on Sept. 8th gave :—throat: direct films show fair numbers 
of Bacillus fusiformis and Vincent’s spirillum ; cultures 
a@ growth of Staphylococcus albus and pneumococci. Tooth 
socket : direct films show large numbers of B. fusiformis 
and Vincent’s spirillum ; cultures a growth of S. albus, 
pneumococci, and yeasts. A blood count on the same 
day showed 1200 white cells; no polymorphonuclears 
were seen; lymphocytes 76 per cent., mononuclears 
24 per cent. 

After the first dose of 20 c.cm. on Sept. 6th pentnucleo- 
tide 10 c.em. was given each day intramuscularly. The 
mouth was cleaned with hydrogen peroxide and alkaline 
washes, and the ulcers were painted daily with neo- 
arsphenamine in glycerin. Because of the lack of response 
to pentnucleotide a blood transfusion of 700 c.cm. citrated 
blood was given on Sept. 9th from a donor of the same 
group as the patient (Group 4 Moss) but it did her no 
good. 


The interesting points of this case are: (1) 
The origin of the infection within a _ tooth 
socket, the mucous membrane of the mouth before 
and immediately after the extraction being normal. 
(2) The complete lack of response to pentnucleo- 
tide which might be accounted for either by 
delay in commencing its administration or by 
insufficiency of dose. It is recommended that 
patients who are desperately ill should receive 
20 c.cm. twice a day for four days, then 10 c.cm. 
twice a day until the white cell count definitely 
rises, thereafter continuing with 10 c.em. daily 
until the count has been at a normal figure for 
three days. The treatment of patients less ill is 
begun at 10 c.cm. twice a day. Our dosage fell far 
short of these amounts. (3) The absence of any 
history of amidopyrin or any similar drug having 
been taken, and the presence of a definite history of 
chronic alcoholism. It is an established fact that 
pneumonia in alcoholics may be accompanied by 
lack of leucocytic response and the same factor 
may play a part in the etiology of some cases of 
agranulocytic angina. 


My thanks are due to Dr. Wight for granting me 
facilities for seeing this case and for permission to 
publish it; to Mr. P. Stoner for information as to the 
early history of the illness; and to Dr. L. R. Janes, 
pathologist to the Royal Sussex County Hospital, 
for the pathological details. 
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MEDICAL SOCIETIES 


TUBERCULOSIS ASSOCIATION 


At a meeting of this association, held in London 
on Jan. 18th, Dr. P. F. ARMAND-DELILLE read a 
paper on 

Pulmonary Tuberculosis in Youth 

with especial reference to the anatomical and clinical 
modes of reinfection at puberty—a period at which 
the resistance of the child is diminished. The great 
consensus of opinion at the present day, he said, was 
that the development of pulmonary tuberculosis in 
early adolescence always meant local reinfection of 
an organism which had received its first or primary 
infection in infancy. Until recently it was thought 
that this reinfection was exogenous, but it was now 
believed that in most cases it was an auto-reinfection. 
The newer discoveries in bacteriology appeared to 
confirm this—e.g., the knowledge, through the 
Loewenstein method of culture, that bacillemia was 
not infrequent in chronic as well as in acute cases of 
tuberculosis. Further, it was now recognised that 
pleurisy was the result of bacillemia, and it was 
quite easy to cultivate the tubercle bacillus from the 
pleural fluid, using Loewenstein’s media. X ray 
examination in some cases of pleurisy revealed in 
the lungs a certain number of minute shadows which 
might be interpreted as a discrete miliary infection, 
which would apparently heal but which might grow 
again if the resistance of the organism was lowered. 

Apart from occasional cases of late primary infection 
in adolescents brought up in exceptionally safe con- 
ditions there were, said Dr. Armand-Delille, three main 
pathological types of pulmonary tuberculosis which 
might appear as initial manifestations in adolescence : 
(1) spleno-pneumonia, first described by Grancher 
under this name, and later known as epituberculosis 
or perifocal disease; (2) the pneumonic form ; 
and (3) chronic fibro-ulcero-caseous lobitis. 

Spleno-pneumonia was characterised by important 
congestive reactions, indicating that the allergy was 
not fully developed. It was very frequent in young 
children, sometimes appearing after an acute infec- 
tion, especially measles. It always began with fever 
of typhoid type, associated to some degree with 
digestive troubles, and diagnosis might remain uncer- 
tain until hemoculture and Widal reaction had 
proved negative. Symptoms and signs resembled 
those of pleurisy, but fluid was not found by puncture, 
and the X ray shadows differed from those of pleurisy 
with effusion. Evolution was always regressive, and 
except in cases of accidental death the pathology of 
such cases could not be studied. Spleno-pneumonia 
often coexisted with erythema nodosum, which 
itself was also a manifestation of hypersensitiveness 
and incomplete allergy. The evolution of this type 
might explain the formation of a certain kind of lung 
sclerosis in infancy and adolescence, which produced 
a secondary bronchiectasis. 

The pneumonic form was rarely studied anatomic- 
ally in its early stage because as a rule after the 
first condensation a cavity was produced, and the 
aspect at death was that of chronic tuberculosis of 
ulcero-caseous type. The first diagnosis in these 
cases was usually acute pneumococcus pneumonia, 
or “grippal pneumonia,” apparently confirmed by 
the radioscopic examination. The symptoms, how- 
ever, differed slightly, as well as the course of the 
disease. Cavitation appeared, and unless collapse 
therapy was immediately instituted the disease 


rapidly progressed and death occurred in a few 
months. If pneumothorax was started early, recovery 
might take place; but even in such cases a double 
pneumothorax might be necessary. The speaker 
insisted that an early pneumothorax presented no 
danger and was the only means of stopping the 
progress of the disease. 

The pathology of the fibro-ulcerous form of thedisease 
differed little in youth from that in adults. Here, too, 
the early condition could not be studied from sections 
unless death occurred from some intercurrent disease. 
Usually the first lobe attacked was transformed into 
amass of tuberculous tissue, half caseous, half fibrous, 
with patches of sclerosis surrounding the bronchi, 
and with irregular cavities with more or less sclerosed 
walls. Clinically, this third form was more insidious 
in onset than the others, and therefore often more 
dangerous ; and by the time the child was brought 
to the out-patient department for general examina- 
tion it was frequently too late. If adequate treat- 
ment including pneumothorax was not instituted early 
a rapid extension of the disease was almost certain, 
and often terminated in “ galloping consumption.” 

Modifications and transition forms of all these 
types might occur. Yet another type of disease 
found almost exclusively in adolescents was that 
described by Grancher as tuberculose incipiens, and 
more recently by Assmann and Redeker and others 
as infraclavicular infiltration or Frih-injiltrat. This 
form had no characteristic symptoms and was as 
a rule only discovered by routine fluoroscopy and 
radiography. Bacteriological examination of the 
gastric contents would after homogenisation often 
show a few tubercle bacilli. If the patient received 
adequate sanatorium treatment the lesion would 
generally heal completely ; otherwise a small cavity 
might develop in the course of a year or two, which 
would require a pneumothorax. 

With regard to treatment, Dr. Armand-Delille 

said that no medical treatment had really any effect. 
Great hopes had been raised by gold therapy, but 
they now knew that no more patients became cured 
With sanocrysin or solganol than others who had 
only received ordinary sanatorium treatment. While 
he himself used such complementary treatment as 
arsenic, iodine, and methylic antigens, he believed 
that the only really effective treatment was artificial 
pneumothorax. He affirmed that he had never 
regretted the employment of this method, but that 
on the contrary he had often had the disappoint- 
ment of seeing the lesions progress because collapse 
had not been started early enough. If pneumo- 
thorax was not possible owing to adhesions a phreni- 
cectomy was made, but as this was only second best, 
a pneumothorax was sometimes carried out on the 
opposite lung if there was anything at all suspicious 
therein. If after pneumothorax in any case fluid 
occurred, or if there was an early tendency to re- 
adhesion, the nitrogen was partially replaced by paraffin. 
This constituted a partial oleothorax capable of 
maintaining for years the immobility of the diaphragm 
and a partial collapse of the lung. Among 40 oleo- 
thoraces he had only had one case of fistula. 
With early detection and early collapse therapy, 
Dr. Armand-Delille concluded, pulmonary tuber- 
culosis in adolescence was much more curable than 
used to be believed. Prevention and prophylaxis 
were, however, better than cure. For himself he 
believed firmly in Calmette’s vaccination and in 
Grancher’s method. 
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ROYAL SOCIETY OF MEDICINE 


SECTION OF RADIOLOGY 


AT a meeting of this section on Jan. 18th Dr. F. 
HERNAMAN-JOHNSON, the president, took the chair, 
and Dr. A. T. Topp opened a discussion on the 
prevention and treatment of 


Metastasis in Carcinoma Mammz 


He said that he had made lead selenide in colloidal 
form and studied its therapeutic effect. The first 
partially successful method had failed in many 
patients, but he had only accepted those certified 
as hopeless by surgeon and radiologist. Massive 
radiation (300 r or more at one séance) after lead 
selenide had invariably caused rapid proliferation. 
The lead selenide converted a relatively small dose 
of radiation into an enormous one which failed to kill 
the neoplastic cell but damaged the defence tissue. 
After many trials a sulphur-selenium colloid (SSe) 
had been found suitable for stimulating the defence 
mechanism. To get a feeble but continuous ionisation 
in defence tissue the colloid RaS was made, viz., 
selenium combined with the lead-like products of 
radium disintegration. 


The technique which he had described in detail in 
the British Journal of Surgery of July, 1934, involved 
impregnation of the defence, tissue with selenium 
colloid and activation of the colloid by repeated 
small doses of X rays. After this the radio-active 
colloid RaS was administered to obtain continuous 
activation. If the growth was not checked further 
X ray ionisation was given. Dosage both of radiation 
and of colloid varied with each patient. Reaction 
should be only just appreciable if the best therapeutic 
response was to follow. 


The removal of the primary growth in inoperable 
cases of breast cancer, especially if septic or hemor- 
rhagic, was desirable, as the operation removed an 
important part of the diseased tissue, the part in 
which defence was likely to be weakest, and hemor- 
rhage and anemia were checked. Preliminary 
selenide treatment, before this “toilet ’’ operation, 
was useful, especially if the skin to be used for flaps 
was involved. No attempt at radical removal was 
made and the full method of treatment was resumed 
as soon as healing of the incision began, RaS 
being given weekly in the meantime. The first dose 
of the colloid SSe was 2 c.cm. ; if no reaction appeared 
the dose should be increased by 1 c.cm. each week 
until the reactive dose was found. Local reaction 
included some pain, stiffness, and increase of edema 
if lymph glands were much involved. General 
reaction was malaise, nausea, sometimes vomiting, 
and occasionally a little pyrexia. True reaction 
appeared about four hours after injection, but would 
be later if the dose was too small. An immediate 
reaction might occur within the first hour or so in 
the form of vasomotor crises or rigors. Immediate 
reactions were usually due to faulty technique—e.g., 
the use of a syringe sterilised with spirit or one 
containing infinitesimal traces of serum or alkaloid. 
The X ray reaction usually came on in about four 
hours, or later if the dose was too low. It should 
be just perceptible only. The average dose for a 
mammary case was 75 rat 180 K.V., 30 cm. distance 
through a 0-3 mm. zinc screen. Vomiting must be 
checked in order to maintain nutrition. The best remedy 
was cerium oxalate in 20 grain doses or a drachm 
of 2 per cent. novocain solution taken in sips. Opium 
should not be given for pain as it inhibited defence. 


If barbitones, salicylates, and phenazone preparations 
failed to relieve, a leech might be applied. Metastases 
after operation should be treated by the routine 
method; liver metastases were very sensitive. 
Recurrence after radium surgery was usually non- 
reactive, with a bad prognosis. Radium seemed to 
break down all defence, and there seemed to be a 
special liability to intracranial recurrence after it. 
Since the method was capable of producing thera- 
peutic effects in patients rejected by surgeons and 
radiologists, it was likely to do most good as a pro- 
phylactic treatment after supposed surgical cure. 
Every such patient should have the treatment for a 
year to remove the few cells lurking in glands and 
elsewhere. The dose should be about 4 c.cm. of 
colloid and 75 r of X rays. 

Of 27 cases of mammary metastasies, all having 
been refused further treatment by surgeon and 
radiologist, 5 were still on treatment, 14 were dead, 
and 8 had been discharged as apparently cured. 
In four cases cure had persisted for one year, and in 
four for two years after cessation of treatment. Most 
of those dead had exceeded their expectation of life, 
and two had died from pneumonia after apparent 
cure. 

Dr. GitpeRT Scott commented on the lack of 
interest hitherto taken in the subject under dis- 
cussion, and ascribed it to the belief, which he held 
to be erroneous, that little could be done to prevent 
the formation of metastases. After-care of breast 
cancer should be an integral part of treatment. 
Radiology offered two means of attack: the direct, 
which aimed to destroy all malignant cells within the 
field ; and the indirect, which tried to increase the 
body resistance. The establishment of a department 
with beds for the after-care of breast-carcinomatous 
cases at Croydon General Hospital was definitely a 
step in the right direction. 

Dr. A. F. H. Coke described the vanadic test, 
which was based on the assumption that certain 
definite abnormalities in the colloidal state of the 
blood occurred in asthma, rheumatism, and cancer. 

Prof. J. M. WoopDBURN Morison said that meta- 
stases were the real problem of cancer. Where 
cancer could be reached it could be destroyed. Dr. 
Todd was definitely getting results, which were open 
to the inspection of every medical man. Results 
could best be estimated from the expectation of life 
of the type of patient under consideration. 

Dr. N. 8. Finzi said that the only possible method 
of treatment was complete removal of the primary 
growth and all extensions thereof. A great deal 
depended on the original situation, cancers in the 
inner half of the breast being more dangerous because 
of the earlier spread to the mediastinum. The only 
radiological method that he had seen do any good 
was a very full dose to the local growth, using the 
highest voltages available. After operation the 
tissues in the vicinity should be radiated just as if 
cancer masses could be felt there. 

Dr. J. H. DouGtas WeBsTER said that metastases 
in breast cancer might be local, regional, or distant. 
Regional metastases could be prevented and treated 
by local applications of very intense radiation. 
Distant metastases might be prevented by pre- or 
post-operative X rays. Recently he had irradiated 
a wide area, including the scapula at the back, and 
thought that he had thereby reduced the incidence 
of metastases in the dorsal spine. If so, support 
was given to Mr. Sampson Handley’s theory of 
extension by fascial planes, and it would be a good 
thing to irradiate the abdominal fascia tangentially 
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to stop pelvic, lumbar, and hip extensions. He had 
tried Dr. Todd’s method on eight cases, but only one 
had done well. 

Dr. J. E. A. Lynam said he had tried various 
colloid preparations, all of which had failed sooner 
or later. He thought, however, that radiology 
could do something to prevent the metastases from 
which patients died. There seemed to be a definite 
connexion between secondaries in the spine and 
involvement of the skin. 

Dr. RALPH PHILLIPS said that he had followed 
Dr. Todd’s technique in 20 cases. The patients had 
shown a striking air of well-being but there had been 
no sign of actual diminution of palpable growths in 
any case. No reactions had been obtained. When 
the dose had been increased two patients had improved 
considerably. 

Dr. W. M. Levitt asked Dr. Scott whether he 
seriously suggested that irradiation of an indifferent 
area of skin 12 in. square, with low voltage X rays, 
could have any effect whatever on metastases. 

Dr. Topp, in the course of his reply, said that 
it was clear that Dr. Phillips had not applied his 
method as he had not had any reactions. The dose 
of X rays must depend upon reaction. The psycho- 
logical effect was of the greatest importance in any 
treatment of cancer. It was possible to attain striking 
regressions from psychological treatment alone. The 
gloomy physician would prevent any form of treat- 
ment from being effective. 

The PRESIDENT emphasised the value of Dr. Todd’s 
work, which he had personally studied, and urged 
radiologists to settle the matter one way or the other 
by giving it thorough investigation. He had had 
success from the method with a kilovoltage of only 
130, so that high voltage was not essential. 


SECTION OF OBSTETRICS AND GYNZCOLOGY 


AT a meeting of this section held on Jan. 18th, 
Mr. EARDLEY HOLLAND, the president, being in the 
chair, Mr. Cecii 1. B. Voce, Ph.D., read a paper on 
The pH of the Vagina in Relation to Fertility 

and Sterility 
Acidity was, he said, a measurement of the concen- 
tration of free hydrogen ions ; the pH values of acids 
encountered in obstetric work were sufficiently well 
known. But in considering the actual secretions of 
the male and female it was necessary to remember 
that the presence of protein—so-called buffering— 
was apt to affect pH values. There was considerable 
evidence that the spermatozoon-seminal fluid system 
was a typically colloidal one. Hence the question 
of volume was of importance when its protective 
action, in the presence of a low pH which might be 
found in the vagina, was being considered. There 
was much diversity of view as to what quantity of 
semen was normally ejaculated in coitus. Cramer 
had submitted that the prostatic secretion had a 
neutral pH, which in inflammatory conditions might 
become alkaline. The prostatic secretion played a 
very important rdle in the activation of spermatozoa. 
It seemed to be the function of the base spermine 
and the calcium salts to neutralise the acidity and to 
raise the pH until an optimum value of 8-9 was 
reached. If this adjustment did not occur before 
ejaculation, the spermatozoa would be deposited 
within the vagina in a quiescent condition, and would 
die in that state unless the pH of the vagina was 
unusually high. The pH of the cervical secretion 
coincided with the optimum value for the vitality 
of spermatozoa; but spermatozoa might on ejacula- 
tion be deposited in a vagina of such acidity as to 
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result in immobilisation unless there was sufficient 
seminal fluid to protect them until they gained the 
shelter of the cervical canal. In considering the use 
of chemical contraceptives it was important to 
inquire whether the biochemistry and bacteriology 
of the vagina was interfered with. Of some 58 of the 
better-known chemical spermicides, 16 contained 
quinine, 13 definitely altered the pH adversely, 4 
contained zinc salts, 4 salicylic acid, and 3 mercury 
derivatives. The high proportion of glycerin employed 
seriously dehydrated the tissues. He was not aware 
of any systematic work done to determine the changes 
in pH and other concomitant alterations following 
the use of contraceptives. 
Mr. L. N. Reecr followed with a paper on the 
Estimation of Foetal Maturity 


by a new method of X ray cephalometry. In about 
10 per cent. of cases, he said, it was difficult, in 
5 per cent. impossible, to decide with certainty whether 
a foetal head would pass through the pelvic brim ; 
and in no case was it possible to estimate fetal 
maturity within three weeks by palpation alone. 
Dates were frequently untrustworthy and. the uncer- 
tainty was refiected in the number of immature 
babies born after unnecessarily early inductions, in 
grossly over-mature babies of 12 lb. or more, in the 
physical and mental sufferings of the mothers, and 
in the long and costly waiting of nurses for the event. 
He suggested that antenatal work without routine 
use of X rays was no more justifiable than the 
treatment of fractures without them. Thoms in 
America, R. E. Roberts and L. A. Rowden in this 
country had placed X ray pelvimetry on an exact 
basis, but their methods needed high-powered plant. 
His own method was applicable with the modest 
equipment of a cottage hospital. The patient lay 
comfortably on her back on the table, a focus film 
distance of 30 in. being chosen. The head was then 
carefully palpated, and the level of the highest point 
noted. The tube was then centred over the point 
palpated, and the distance from it to the palpated 
portion noted, allowance being made for the thickness 
of the abdominal wall. The method was equally 
applicable to twins and to breech presentations, 
though a preliminary film might be necessary to 
identify the head with certainty. 

The most valuable development of the method was 
the calculation of fetal maturity. Calkin had shown 
that the diameters of the head were proportional to 
the length of the fetus; it was found that at 32 
weeks the bi-parietal diameter was 3 in., at 36 weeks 
3°3 in., at 40 weeks 3-75 in. If therefore by X ray 
calculation the bi-parietal diameter was found to 
measure 3-5 in., it could be said that in two and a half 
weeks it would measure 3-75 in.; if the baby was to 
be born of average size it would then have reached 
full term. There was a steady increase of one-tenth 
of an inch per week. The figures did not permit a 
forecast of the weight of the baby, as weight was 
not proportional to the size of the head. Post- 
maturity commonly accompanied excess of fat. 
During the past two and a half years over 100 cases 
of induced labour (and many instances of spontaneous 
labour) had verified the predicted measurements, 
with a maximum error of 0-2 in. In some cases 
induction was carried out three to five weeks before 
the full term as calculated from the menstrual period. 
Labour could be induced at such time as would 
safeguard both mother and baby, to the avoidance 
of Cesarean section. Labour induced by rupture of 
membranes was a better risk for a primipara than a 
12-Ib. baby, and a breech presentation which could 
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not be turned should at least not be allowed to become 
post-mature. 

It might be objected, said Mr. Reece in conclusion, 
that as there were several exact methods of pelvimetry 
there seemed little justification for one which did not 
claim to be exact ; he submitted his proposal as part 
of a plea for the universal employment of X rays 
in antenatal work. Even with a low-power outfit 
every case of contracted inlet could be recognised 
at the first examination. 


DISCUSSION 

Dr. R. E. Roperts (Liverpool) said that the paper 
raised two questions of great importance to obstet- 
ricians and radiologists: (1) could the radiologist 
supply the obstetrician with reliable figures for the 
diameters of pelvic brim and foetal head ? (2) of what 
value were these measurements ? Combined cephalo- 
metry and pelvimetry were of paramount importance 
in diagnosing the presence or otherwise of dispropor- 
tion. It was essential for the central ray to pass 
vertically through the middle of the pelvic brim. 
Gross pelvic deformities were revealed on the antero- 
posterior radiogram. The position of the brim was 
established by applying a calliper, with one leg on 
the symphysis pubis, the other below the tip of the 
fourth lumbar spinous process. The radiogram so 
taken gave an undistorted view of the pelvic brim. 
Reference to a prepared table gave the measurements 
of the pelvic brim. He regretted that Mr. Reece 
had recommended a method of pelvimetry which, 
being theoretically unsound, was very liable to error, 
merely on the plea that it was capable of use on the 
slender resources of the average cottage hospital. 
In his own method there was no need to posture the 
patient in the sitting position; the radiogram was 
taken with the patient supine, the tube being over 
the middle of the foetal skull. He commended Mr. 
Reece’s plan to substitute the determination of the 
short axis for that of the occipito-frontal diameter, 
as in extreme cases of tilting the latter reading might 
be erroneous. Measurement of the pelvic outlet 
was as important as that of the inlet. To measure the 
outlet the patient squatted, with legs apart; the 
tube was centred behind the sacrum, the woman 
bent forward, and the film was taken. The antero- 
posterior dimension of the outlet could be obtained 
by lateral skiagrams. 

In 125 cases in which some doubt arose about the 
period of gestation, he made his own estimate and 
the obstetrician his based on the menstrual history, 
the size of the uterus, and so forth. At birth the 
registrar noted the maturity of the child, and by 
reckoning backwards was able to decide between 
them. In 78 per cent. of the cases the radiological 
estimate was correct within a little, in 53 per cent. 
the clinical estimate. It was often possible to form 
a good idea of the presence of disproportion by taking 
ordinary radiograms of the pelvis in the supine, the 
prone, and the lateral positions. 

Mr. L. A. RowDEN (Leeds) spoke of his own method 
of estimating the dimensions of the pelvic brim by 
X rays. For accurate pelvimetry he insisted that the film 
should be at least 4 ft. 6 in. distant. In many hundreds 
of cases he had not had a case with a diameter of less 
than 4} in., nor more than 53 in. ; the pubic distance 
varied roughly according to the height of the patient. 
In practice he used a card on which were placed dots 
half an inch apart, which enabled the reading to be 
done at once. For some time he had contended that 
women should have their pelvic measurements 
engraved inside the wedding ring. It was a desirable 
routine to ascertain the size of the head and the 





position of the presentation about a fortnight before 
full term was due. 

Dr. JAMES YOUNG and the PRESIDENT admitted that 
obstetricians were behind the times in their employ- 
ment of radiology in obstetrics. 

Mr. REECE, in reply, said pelvimetry was but a 
minor part of his paper. His plea was for the use in 
obstetric practice of the thousands of X ray sets 
which were not capable of giving the exact results 
mentioned by Dr. Roberts. 


SECTION OF MEDICINE 

AT a meeting of this section on Jan. 22nd the 
chair was taken by Dr. MORLEY FLETCHER, vice- 
president, and Dr. T. Izop BENNETT opened a dis- 
cussion on the 

Diagnosis of Diseases of the Stomach 

He stressed the difficulty of the subject ; instructed 
physicians were aware that organic disease of the 
stomach was a relatively rare explanation of the 
symptoms which the majority of patients took to 
be indicative of gastric disease. The difficulty was 
enhanced by the paucity of physical signs. He laid 
down three axioms: (1) that provisional diagnosis 
of disease of the stomach was most often derived from 
careful analysis of the patient’s symptoms without 
the support of positive findings on physical examina- 
tion; (2) that special examinations were necessary 
in every case in order to make definite diagnosis ; 
and (3) that serious organic disease of the stomach 
often occurred without suflicient symptoms or signs 
to attract the attention either of the patient or of 
his medical adviser. 

After quoting cases illustrative of the entirely 
accidental discovery of gastric disease during routine 
examination, Dr. Izod Bennett described the means 
by which diagnosis should normally be sought— 
namely, the analysis of the patient’s history, careful 
general physical examination, and special examina- 
tions such as radiological examination, gastric 
analysis, and other laboratory investigations. It was 
dangerous, he said, to make dogmatic diagnosis 
from history alone; the stomach was incapable of 
giving rise to symptoms except in somewhat rare 
circumstances. Severe chronic ulceration might be 
present without any pain; indeed, epigastric pain 
should only suggest gastric disease when it was 
related to or relieved by food. Similar reservations 
applied to vomiting. Although pyloric stenosis 
produced a characteristic type, vomiting was usually 
the result of processes far removed from the stomach. 

Physical examination must cover all systems ; 
absent knee-jerks, crepitations in the lung, spoon- 
shaped nails, or glands in the neck might be the 
signs by which a diagnosis of organic gastric disease 
was reached. Inspection of the abdomen was a 
most valuable form of examination, but conclusions 
should not be hastily drawn from tenderness elicited 
on palpation. To reach precise diagnosis the assis- 
tance of the radiologist and the clinical pathologist 
was essential; gastric analysis was of paramount 
importance in innumerable cases. Stress should not 
be laid on the actual shape of the curve of acid secre- 
tion, but the method should be logically employed 
to enable the observer to say whether the secretion 
of the stomach was active, absent, normal, or exces- 
sive, and to determine whether an actively bleeding 
lesion, or delay or stagnation or inflammatory secre- 
tions were present. Histamine was of great value 
in establishing whether a true achylia gastrica was 
present, but a histamine test without a test-meal 
was a procedure of doubtful wisdom. 
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In practice, said Dr. Izod Bennett, three diseases 
alone occurred with any frequency in the stomach : 
peptic ulcer, cancer, and gastritis. The length of the 
history was of supreme importance in arriving at a 
diagnosis, and the golden rule was that a history in 
peptic ulcer was long and in carcinoma short. A 
radiogram of a large ulcer in a patient with a history 
of less than 12 months was probably the picture of 
a malignant ulcer; an ulcer characterised by size 
rather than depth, particularly when peristalsis 
in the region of the lesion was broken, must be 
regarded with suspicion no matter how long the 
history, whilst ulcers on the greater curvature 
of the stomach were, almost without exception, 
malignant. 

For many years there had been controversy as to 
whether simple gastric ulcers were liable to malignant 
degeneration. Pathologists found convincing evidence 
of malignancy in a surprising proportion of ulcers 
removed at operation but, on the other hand, it was 
very rare indeed for a physician to see a simple ulcer 
develop later into cancer of the stomach. The 
history remained the decisive point, and whenever 
a case of gastric ulcer was seen in which the history 
was short the clinician must anxiously ask himself 
the question whether such an ulcer was not malignant. 
Few common diagnoses were based upon such unsatis- 
factory evidence as that of gastritis. Dietetic excesses 
might produce no symptoms or signs of gastritis, 
and complete achlorhydria was revealed by gastric 
analysts in a definite proportion of apparently very 
healthy persons. Achylia gastrica rarely gave rise to 
local symptoms and signs, whereas its remote effects 
might be dramatic. Gastritis was not a common 
disease easily capable of diagnosis and respond- 
ing well to treatment; achlorhydria was certainly 
fairly common, but it remained doubtful whether 
gastritis was the correct explanation of its produc- 
tion, and a diagnosis of gastritis based solely on 
certain types of epigastric discomfort and on the 
presence of some excess of mucus in the gastric 
contents was at best a very doubtful matter. The 
proved relation of gastric atrophy to pernicious 
anemia placed Addisonian pernicious anemia amongst 
the diseases of the stomach, and this somewhat 
startling discovery should serve as a warning. Experi- 
mental work was now in progress showing that the 
injection of certain endocrine extracts could produce 
profound and extraordinary lesions of the stomach, 
while other workers were producing somewhat 
similar results by the application of pharmacological 
preparations to sympathetic ganglia. A future 
discussion might centre round the means of deciding 
which endocrine gland or which portion of the sympa- 
thetic nervous system was responsible for a gastric 
lesion. 

Dr. Maurice SHaw said that in a sense all dis- 
orders of the stomach were functional ; the symptoms 
were nearly all produced by disturbances of function. 
The pain of peptic ulcer was due to perversion of the 
motor function, for example. The functions might, 
however, be disturbed without demonstrable gastric 
disease. This might be a result of nervous reflexes 
from other diseased organs; the gall-bladder and 
the appendix were the most important. A very 
complete examination of all the organs of the body 
was therefore required, but even so no organic disease 
might be found. Crudity of diagnosis might account 
for this, or the fact that the gastric symptoms were 
due to a factor like tobacco, lack of exercise, unsuit- 
able diet, or neurosis. Just as physical disease was 
diagnosed by physical signs, so neurosis must not 
be diagnosed in the absence of positive psychical 
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signs, and the patient labelled “gastric neurosis ” 
should be sent to a psychiatrist for treatment. The 
cesophagus was an important source of the symptoms 
of functional dyspepsia, but if the gullet, cardiac 
sphincter, and duodenum were excluded, there were 
two important types, involving the body of the 
stomach and the pylorus respectively. Faulty 
posture was largely responsible for the first group, 
and spasm or achalasia of the sphincter for the 
second. The first diagnostic step should be elimina- 
tion of intrinsic disease ; the second, elimination of 
extrinsic disease ; and the third, a distinction between 
true neurosis and primary functional disorders. 
Most disorders were due to defects of motor function, 
and secretory faults were incidental rather than the 
cause of symptoms. Hyperchlorhydria hardly existed; 
nothing would make an experimental animal vary 
its acid secretion beyond very narrow limits. The 
alcohol test-meal gave more accurate results than 
the gruel test-meal, and had no disadvantages. 
Ptosis was probably quite an unusual event. A 
large stomach was not necessarily hypertrophied or 
dropped. The time might come when the radio- 
logical examination became the primary method of 
investigation. 

Dr. M. A. Arara said that a diagnosis of gastric 
disease could often only be based on the history. 
Careful palpation was the most important method 
of local abdominal examination, and should be done 
in two stages: superficially and deeply. He had 
controlled his observations in a number of cases by 
gastroscopy, using the flexible gastroscope. This 
caused no more discomfort than lavage. Positive 
findings had great value but negative findings weighed 
little. The method was particularly useful in condi- 
tions which could not be recognised certainly by 
radiology—e.g., gastritis, erosions, flat ulcers, and 
early cancers. X rays were of great importance in 
gross organic lesions, and gastric analysis was useful 
in a certain proportion of cases. The only diagnostic 
criterion of gastritis was the presence of appreciable 
amounts of mucus, which sank to the bottom. Gruel 
was more like a natural food than aicohol, which 
was a powerful gastric stimulant, not unlike hista- 
mine. Gastritis might simulate or accompany any 
gastric disease. Dr. Arafa showed a number of 
radiograms to illustrate the help given by gastro- 
scopy in obscure cases, a film showing the technique 
of the gastroscope, and coloured pictures of the 
conditions observed. 


Dr. C. K. Smwpson showed a series of slides illus- 
trating the deeper changes underlying the various 
conditions revealed by the gastroscope. The changes 
were definitely ante-mortem. Gastritis sections 
showed erosion of the surface and infiltration of the 
deeper part of the mucosa by small round cells. 
Degenerative changes in the acini accounted for 
accompanying achlorhydria; the oxyntic cells had 
undergone necrobiosis. Mucus blocked the duct 
but was not the real cause of the lack of acid. Finally 
he showed three stages of atrophy associated with 
progressive hypochlorhydria. 

Prof. DUNCAN WHire said that it was absolutely 
essential to take a control film of the abdominal 
cavity before giving opaque material. In every 
single case adequate examination of the chest was 
essential. These measures would prevent many 
errors of diagnosis. Ninety per cent. of the value of 
radiology consisted in adequate and thorough screen 
examination, and the department must not be over- 
loaded, as each examination of the stomach took 
20 to 25 minutes. 
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REVIEWS AND NOTICES OF BOOKS 


1. A Synopsis of Medicine 
Sixth edition. By H. Letuesy Tipy, M.D., 
F.R.C.P., Physician to St. Thomas’s Hospital. 
Bristol: John Wright and Sons, Ltd. 1934. 
Pp. 1112. 2ls. 


2. Synopsis of Surgical Anatomy 
Second edition. By ALEXANDER LEE McGREGOR, 
M.Ch. Edin., F.R.C.S. Eng., Assistant Surgeon, 
Johannesburg General Hospital. Same publishers. 
1934. Pp. 644. 17s. 6d. 


It has been a fashion to decry the “ synopsis ” 
system, and declare that every student should make 
his own summaries of his reading ; but there can be 
very few who are not grateful for the help provided 
by this book. Notes are for revision, and to refresh 
knowledge stored in the head, not on paper; and a 
printed synopsis at least checks the error, common 
among students, of relying on notes rather than 
notice, and forgetting that it is what they remember 
rather than what they have once set down that will 
help them first to pass examinations and later to 
diagnose and treat patients. 

1. Tidy’s synopsis is much more than a series of 
revision notes. It is essentially a large text-book 
of medicine excellently condensed and tabulated. 
This new edition has over 1000 pages and hardly an 
unnecessary word. It includes a large number of 
new articles, and several sections, notably those on 
nephritis, anemia, and the endocrine glands, have 
been almost entirely rewritten.. As in previous 
editions symptomatology has been emphasised, but 
many of the summaries of treatment are remarkably 
full and self-sufficient, and notes on pathology, 
etiology, diagnosis, complications, and prognosis 
are given for every important condition. Tidy’s 
synopsis holds a deservedly high place, not as a 
short cut to practice or a medical degree, and 
still less as a substitute for text-books or bedside 
teaching, but as an almost indispensable aid to 
both. 


2. A second edition of this excellent work will be 
welcomed alike by students and surgeons. The 
originality with which it was conceived and written 
made it an immediate success, and the additions 
now made should enhance its reputation. 

There are of course a few omissions and some 
instances where accounts, more especially of opera- 
tions, are not quite adequate; but these are rare. 
We do not find described the anterior approach to 
the Gasserian ganglion for alcohol injections, and the 
operations for ganglionectomy in the abdomen and 
in the front of the neck might be given in more 
detail ; and this applies also to the method of remov- 
ing the posterior end of the internal semilunar carti- 
lage. On the other hand, it would be difficult to 
find elsewhere such convenient and concise informa- 
tion on so many subjects of importance in surgery. 
The book can be cordially recommended. 





Le barbiturisme aigu 

Par G. CaArRRizRE, CLAUDE Hurrez, et P. 
Writtoguet. Lille: Imp. A. Durant. 1934. 
Pp. 164. Fr.30. 


In this monograph the authors have been at pains 
to summarise an extensive literature and have added 
many interesting experimental and clinical observa- 
tions of their own. The morbid anatomy and 
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histology of barbiturate intoxication are fully 
described and the clinical manifestations accurately 
and clearly conveyed. The chief interest attaching 
to this work is the advocacy by Prof. Carriére and his 
associates of alcohol as an antidote for the barbiturates. 
Its use was suggested by the chance observation to 
which we referred a few months ago! of a young 
woman who attempted suicide by taking 50 g. 
of veronal together with 100 c¢.cm. of 95 per cent. 
aleohol and who appeared to recover very much 
more quickly than would be expected. Working 
with laboratory animals they injected 1 ¢c.cm. per 
kilogramme of body-weight of 30 per cent. alcohol 
hourly and found it very effective. They claim that 
alcohol is superior to coramine and strychnine as 
an antidote. Their clinical trial of alcohol was 
limited to one case of mild barbiturate poisoning to 
whom was administered 80 c.cm. of 30 per cent. 
aleohol divided into hourly doses of 20¢.cm. The 
patient awoke after the fourth injection and the 
authors feel satisfied that this was due to the alcohol. 
It must be noted, however, that the total amount 
administered during the entire four hours was 
slight to produce any very definite effect, being 
equivalent only to the alcohol contained in a pint 
of ordinary beer or two glasses of sherry. Injection 
of 20 c.cm. of 30 per cent. alcohol would produce 
for a few minutes a concentration in the neighbourhood 
of 1 part per 1000 in the circulation which is the 
level at which, as Widmark has shown, the influence 
of alcohol becomes just apparent in ordinary conscious 
persons. It may be that Carriére, Huriez, and 
Willoquet have stumbled, as they believe, upon a 
specific pharmacodynamic antagonism, and that 
alcohol will become a standard form of treatment 
for barbiturate poisoning. It may be, too, that since 
the publication of this book they have satisfied 
themselves of its efficacy by further clinical trial, 
but at the moment there is not enough evidence to 
displace the more established antidotes, strychnine 
and coramine, in favour of alcohol. 





The Physiology of Human Perspiration 


By Yas Kuno, Professor of Physiology, Manchuria 
Medical College, Mukden. London: J. and A. 
Churchill. 1934. Pp. 269. 12s. 6d. 


A GLANCE at the exhaustive bibliography at the 
end of this book shows that most of the work done 
on perspiration has been published in Japanese, 
German, or French, and it is fortunate for English- 
speaking people interested in the subject that Prof. 
Kuno has chosen our language for his monograph. 
Not only does it provide a review of pre-existing 
knowledge, but it embodies the important results of 
15 years’ work by the author and his colleagues. 
They have done much to synthesise available informa- 
tion on different aspects of the subject, and by 
carefully controlled experiments to make clear its 
significance. Difficulties and failures are frankly 
discussed, and the general tone of the book suggests 
that where interpretations are necessary, these have 
been made without bias. A judicial approach some- 
times means an absence of useful conclusions, but 
here certain fundamental principles emerge from a 
mass of detail, because Prof. Kuno has himself 
devised and patiently carried out crucial, though 
mostly simple, experiments upon human subjects. 





1 THe LANCET, 1934, i., 1243. 





THE LANCET) 
The idea that sweat is purely concerned with heat 
regulation is exploded; the soles and palms and 
axille are shown to perspire under totally different 
conditions from those determining sweating of the 
general body surface, and interesting conclusions are 
drawn about the functional significance of these 
differences. There seems no doubt of the importance 
of the skin as an excretory organ, particularly with 
regard to lactic acid. The monograph abounds with 
little-known facts about the skin and sweat glands; 
after reading it we are inclined to agree with the 
author that if the privilege enjoyed by the human 
race of inhabiting the whole earth has partly been 
acquired by intelligence, its spread over the torrid 
zone has only succeeded through the high development 
of its sweat glands. 





High Blood Pressure 


Third edition. By J. F. Haris Datry, M.A., 
M.D. Camb., M.R.C.P. Lond., Senior Physician to 
the Mount Vernon Hospital. London: W. Heine- 
mann Ltd. 1934. Pp. 281. 165s. 


Axsovut one-third of the text of this book, with 
about 30 illustrations (some of which are redundant), 
is still devoted to methods of estimating blood 
pressure. The remainder includes a useful discussion 
of average normal pressures, of the causation of high 
blood pressure, treatment, and a helpful chapter 
upon arterial pressure in relation to life assurance. 
In the matter of treatment the author still emphasises 
the importance of purgation and elimination of bowel 
intoxication, and avoids all extremes in dietary 
restrictions. In the discussion of pathology there 
are some contradictions and in places the reader is 
left confused. The classifications of hyperpietic, 
arterio-sclerotic, and nephro-sclerotic groups are in 
the main those generally accepted, and the indications 
for treatment are explained in full detail. This is a 
useful handbook with a number of references to more 
extensive studies of this difficult subject. 


Who Shall Survive ? 


By J. L. Moreno, M.D. Washington, D.C : Nervous 
and Mental Disease Publishing Company. 1934. 
Pp. 438. 


A FOREWORD to this book, written by W. A. White, 
opens with the following sentence: ‘ A crude concept 
of structure thinks of it as composed of parts after the 
fashion of a Mosaic.”” This is not an inspiring begin- 
ning, whether viewed as grammar or sense. Nor are 
the words with which Dr. Moreno opens his first 
chapter much more encouraging ; “ a true therapeutic 
procedure cannot have less an objective than the 
whole of mankind.’”’ Dr. Moreno’s book resembles, 
in fact, a badly made sandwich. It consists of an 
interesting and original middle part wedged between 
unusually inept introductory and closing chapters. 
The following sentence from one of the last pages of 
the book is typical: “In consequence our emphasis 
upon any particular problem in Hudson, as racial 
tension, sex, or runaways, needs to be understood as 
arising from a penetration into the underlying factors 
which are uncovered when we examine beneath the 
surface of a community’s psychological structure of 
organisation, whether this community be now Hudson 
or any other.” 

Essentially the book describes a method of analysing 
the psychology of groups of children and adolescents, 


REVIEWS AND NOTICES OF BOOKS 


(san. 26,1935 213 


the most important component of which is the so-called 
sociometric test. This consists of ascertaining the 
preferences of each member of a group for the other 
members. The emotional attitude—whether of anger, 
fear, sympathy, or dominance— is recorded in answers 
to certain set questions put to the whole class or group 
investigated ; and it is expressed in “ spontaneity ” 
tests in the course of which each child is asked to act 
certain emotions towards other children. The method 
sounds simple, though perhaps somewhat unprac- 
ticable with shy or inhibited children ; yet the amount 
of interesting information forthcoming from the total 
material which finally becomes available is surprising. 
Light is thrown on such general questions as the 
attitude to each other of children of different colour 
and racial groupings—Jews, Italians, Germans, &c., 
upon the psychology of sexual attraction, of leader- 
ship, and of group organisation. The method of 
investigation is time-consuming and it presupposes 
that the subjects do not lie in recording their attitudes 
and that they do not falsify their emotions in the 
spontaneity tests. The inquiries here described make 
no attempt to answer the question of who shall 
survive, which is posed in the title of the book, though 
a suggestion is made in the last chapter, a chef d’cuvre 
of muddled thinking and writing, that those persons 
should survive who have “ spontaneability.”’ 


Year Book of Radiology, 1934 


Edited by CHARLES A. WatTeERS, M.D., Associate 
in Roentgenology, Johns Hopkins University ; 
Assistant Visiting Roentgenologist, Johns Hopkins 
Hospital; and Ira I. Kapran, B.Se., M.D., 
Director, Division of Cancer, Department of 
Hospitals, City of New York; Visiting Radiation 
Therapist, Bellevue Hospital; Clinical Professor 
of Surgery, New York University and Bellevue 
Medical College. Chicago: Year Book Publishers, 
Inc. 1934. Pp. 512. 19s. 


Tuis year book should be in the hands of every 
radiologist. The extensive and scattered literature 
that has appeared during the year is reviewed 
and presented in compact form. The selection 
of the material is, as in the previous volumes, 
judicious and the book is therefore a valuable précis 
of important current contributions to diagnostic 
and therapeutic radiology. For reasons of economy 
the number of pages has been reduced but, on the 
other hand, the paper used is of a finer quality than 
in the previous issues, and the 454 illustrations 
that accompany the text are not only adequate but 
definitely good. 





British Journal of Surgery 


THE January issue (vol. xxii.) includes the follow- 
ing papers. The Aitiology of the Vascular Symptoms 
of Cervical Rib, by D. M. Blair, F. Davis, and W. 
McKissock (London). Evidence has been obtained 
of inflammatory changes in the first dorsal nerve and 
in the inferior part of the lower trunk of the brachial 

lexus. The gray rami are affected, and to this 
act the vascular symptoms are traced.—Diffuse 
Intraduct Carcinoma of the Breast, by E. H. Lepper 
and A, H. Baker (London). The clinical history and 
progress of 11 cases is described. Owing to the 
diffuseness of the malignant change the action of a 
hormonic stimulus is postulated. The relation to 
Paget’s disease is discussed.—Serial Radiographic 
Appearance of a Neuropathic Shoulder-joint, by 
J. F. Brailsford (Birmingham), Examination over 
two and a half years showed progression through 
stages typical of hydro-arthritic, atrophic, and hyper- 





914 THE LANCET] 


trophic disease.—Renal-adrenal Adherence, by T. B. 
Davie (Liverpool). The author has met six cases in 
1500 autopsies, and points out that the condition 
may be of serious import in nephrectomy.—Collective 
Inquiry, by the Fellows of the Association of Surgeons 
into Gastrojejunal Ulceration, by Garnett Wright 
(Manchester). A complete statistical and clinical survey 
of 176 cases following 2051 operations for duodenal 
ulceration and of 62 cases following 1382 gastric opera- 
tions. The incidence, pathology, symptoms, radio- 
logical findings and treatment are reviewed.— 
Chronic Interstitial Mastitis, by Frank d’Abreu 
(Birmingham). Cyst-formation is regarded as a 
further stage of mazoplasia, and both are said to 
depend on defective endocrine activity. <A stage is 
recognised which is possibly premalignant.—Inter- 
stitial Radium Treatment of Carcinoma of the 
Breast: Description of a Radical Technique, by 
R. G. Hutchinson (Manchester). It is claimed that 
this technique approaches more nearly than any 
other to the radical operation, and that there is an 
optimum dose of radium that will produce complete 
resolution of the primary and secondary growth. 
The results in 23 cases are recorded.—Diaphragmatic 
Hernia, by Sir Thomas Dunhill (London). Clinical 
records of the various types of diaphragmatic hernia, 
correlated with a short introduction on the develop- 
ment and anatomy of the diaphragm (Arris and Gale 
lecture).—Congenital Hernia through the Right 
Dome of the Diaphragm, by Frank Forty (Birming- 
ham). The clinical history, operative findings, and 
post-mortem appearances in a case.—Hernia through 
a Mesenteric Hiatus, by E. S. J. King (Melbourne). 
On the basis of two cases observed at operation, an 
inflammatory origin is suggested for mesenteric 
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defects.—Dyschondroplasia (Ollier’s Disease), with 
Report of a Case, by Donald Hunter and Philip 
Wiles (London). Includes careful discussion of 
differential diagnosis, and an account of radio- 
logical appearances, course, and treatment.—Colos- 
tomy, by W. B. Gabriel and O. V. Lloyd-Davies 
(London). A _ statistical and clinical account of 
500 cases of palliative colostomy in carcinoma of the 
rectum.—Adenomata of the Pituitary, with special 
reference to Pituitary Basophilia of Cushing, by 
William Susman (Manchester). It is concluded that 
adenomata are comparatively common, and are of no 
special significance. Also that the basophilic cells 
do not produce a sex hormone, and that their hyper- 
secretion does not give rise to a special syndrome.— 
Perforation of Carcinoma of the Stomach into the 
General Peritoneal Cavity, by Ian Aird (Edinburgh). 
Two clinical types are described: in one the perfora- 
tion symptoms are typical and acute; in the other 
they are “silent.” The operative mortality 
approaches 60 per cent.—Bilateral Bipartite Patelle, 
by Ruggles George (Toronto). A case is recorded, 
The condition is said to follow non-fusion of multiple 
centres of ossification.—Osteitis Fibrosa: an Experi- 
mental Study, by Hermon Taylor (London). The 
effect and fate of injected phosphatase are recorded. 
Changes typical of osteitis fibrosa have been pro- 
duced in rabbits by injection of parathormone, com- 
bined with a high calcium diet.—Mtiology of Trau- 
matic Shock, by Laurence O’Shaughnessy and David 
Slome (London), From experiments in cats the 
authors conclude that the factors of importance are 
local fluid loss, and the discharge of nociceptive 
impulses. The theory of a toxemic cause they 
reject 
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A NEW TONSIL GUILLOTINE 


Tur guillotine is still extensively used for the 
enucleation of tonsils in children. When this is done 
under a prolonged general anxsthesia, the expert will 
succeed in removing the whole tonsil, conserving 
both anterior and posterior pillars, no matter what 
type of guillotine is used. Unfortunately tonsillec- 
tomies are still performed by the short-anzsthetic 
method, owing to circumstances beyond the surgeon’s 
control. He is then called upon to perform the 
acrobatic feat of enucleating both tonsils and adenoids 
in a fraction of a minute and to leave both anterior 
and posterior pillars intact and unblemished. It is 
then that the type of guillotine used plays an import- 
ant part in the efficient removal of the tonsils. The 
guillotine illustrated here has been used by me for 
some considerable time, and it is claimed that it 
overcomes the difficulties mentioned. The features 
of the guillotine are :— 

1. The fenestra is oval and is of sufficient length 
to permit the longitudinal diameter of the tonsil to 
be engaged without undue squeezing (any pressure 
required is produced by the transverse diameter of 
the ring, with or without adjustment of the blade). 
This fact makes it very difficult for the upper or lower 
poles to escape from the ring the moment the blade 
is pushed home, a not uncommon occurrence when 
small sized guillotines are used, particularly when 
enucleating flat or non-pedunculated tonsils. 

2. The size of the fenestra A can be regulated by the 
action of the screw B. This does away with the 
necessity of employing different blades. The appear- 
ance of the tonsil on simple inspection is deceiving 
and its actual size is often only appreciated after its 
dislocation from its bed ; it is obviously an advantage 
to be able to adjust the size of the fenestra with the 
guillotine actually in the patient’s mouth. 


3. The bevelled edge of the blade prevents the 
anterior pillar from being drawn into the slot of the 
head when the blade is driven home. It is a common 
experience (except when using the reversed guillotine) 
to find the anterior pillar damaged in spite of a correct 
application of the guillotine, particularly when 


A 


dealing with flat or non- 

pedunculated tonsils. 

This is in my opinion due 

to the anterior pillar 

being dragged towards or 

into the slot of the head 

where the actual damage often takes place. The 
bevelled blade peels the anterior pillar off the tonsil, 
folding the former, as it were, on itself. 

4. The action of the guillotine is particularly 
smooth as all the joints are of the ball-and-socket 
type. It is easily taken to pieces for cleaning 
purposes. 

Messrs. Mayer and Phelps of New Cavendish-street, 
W.1, are the makers of this instrument. 


London, W. ARTHUR MILLER, F.R.C.S. 
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A LEGAL DEFINITION OF OVERCROWDING 


THE new Housing Bill presented by Sir Hitton 
Young, the text of which was published last 
week, differs in one respect from all previous 
legislative efforts to improve the housing of the 
working classes. The duty is laid on every local 
authority of ascertaining by inspection the amount 
of overcrowding in its area, and in order to make 
this census effective the Bill provides, for the first 
time in the history of social legislation, a legal 
definition of overcrowding in the home. The time 
was ripe for one. In all the fundamentals of health— 
mental and physical—there has been a gradual 
development of a public consciousness. Higher 
general standards of cleanliness, nutrition, housing, 
and even comfort are being demanded; in each 
case the minimum standard, below which no one 
will be forced to live, is being constantly readjusted. 
These struggles towards a higher level of existence 
have led to the development of a health conscience 
by Parliament and public authorities, and a 
succession of Housing Acts gave local authorities 
means for dealing with houses ‘‘ dangerous or 
injurious to health ”’ or “ unfit for human habita- 
tion.”” Then came a realisation of the fact that, 


apart from the problem of the slums and the slum 
population in need of re-housing, there was the 
problem of a general insufficiency of houses for 
working-class families in which they could live 
in decency and comfort. This was in itself a big 
advance, because it was a recognition of the 
responsibility of central and local government for 


general housing conditions. It became the duty 
of the local bodies “to consider the housing con- 
ditions in their area, and the needs of the area with 
respect to the provision of further accommodation 
for the working classes,”’ and they were given power 
to provide the necessary houses. Various methods 
of providing help from national funds were devised 
in different Acts in order to assist the local councils 
in their housing expenditure, but it was always 
left to each authority to set its own standard, and 
to decide to what extent it was prepared to recognise 
its responsibilities. No national standard was 
introduced in any of the Housing Acts. 

But the need for some standard is crying. 
Without one it is possible for any district or town 
council to declare itself free from housing defici- 
encies, and, relying on the absence of gross sanitary 
defects, to refuse to do anything although serious 
overcrowding may be quite common in the area. 
In many districts a grave scandal has arisen on 
this account, and the wide demand for standard- 
isation has been reflected in the legal standard for 
overcrowding set up in the present Bill. It is of course 
nothing new for Parliament to recognise over- 
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crowding as a grave social and health problem. 
In the great Public Health Act of 1875 one of the 
chief ‘ nuisances ” enumerated in Sect. 91 is “ any 
house so overcrowded as to be dangerous or 
injurious to the health of the inmates.”” Under this 
Act notices are served requiring an “abatement 
of the nuisance ” and if this is not carried out the 
case can be taken before a magistrate, who may 
order the required abatement, and may close the 
house if his order is defied. The absence of any 
legal standard of overcrowding in the case of an 
ordinary dwelling has led, however, to great 
variations in the results of such proceedings, 
according to the personal views of the magistrates 
and the general standards of the locality ; in some 
areas the public health department has made it 
a rule to take into court only the most extreme 
cases of overcrowding. The standard put before 
the magistrate has been as a rule the low one 
contained in the model by-laws relating to common 
lodging-houses, i.e., separation of the sexes, and 
air space of at least 300 cu. ft. per head, counting 
two children as one adult. Unless cases were 
flagrantly below such standards they were left 
discreetly alone, because public health officials, 
as well as magistrates, recognised the absurdity 
of prosecution when no alternative accommodation 
was available within the means of the tenant. In 
such circumstances any action to prevent over- 
crowding amounted merely to an _ additional 
punishment for poverty. When earlier legislation 
was consolidated in the Housing Act, 1925, the 
local authority was given power to make by-laws 
for fixing the number of persons who might occupy 
each house, and for the separation of the sexes. 
The existence of such by-laws in any area estab- 
lished a local standard, but the absence of alterna- 
tive accommodation and the failure of many 
authorities to ascertain the extent of overcrowding 
prevented any big forward movement. In the Act 
of 1930 a standard of accommodation was laid down 
for new houses built by local authorities ; a house 
with two bedrooms was to provide accommodation 
for four persons, three bedrooms for five persons, 
and four bedrooms for seven persons. The standard 
now suggested is a modest one, but it is a minimum 
standard and after the appointed day it becomes 
enforceable under severe penalties. The scale set 
out in the Bill recognises a one-roomed “ house ”’ 
as suitable for two people if its floor area is not 
less than 110 sq. ft., and a bedroom for a child is 
sanctioned if the floor area is 50 sq. ft. or more. 
No walled space of less than 50 sq. ft. area counts 
as a “room” at all. In regard to air space, the 
minimum demands are substantially lower than 
those of the housing schemes of local authorities, 
but here again the figures in the schedule are not 
averages but the lowest which will be tolerated. 


Will the new Bill when it becomes law produce 
results, and when? Like all its predecessors it 
puts the onus of action upon local authorities. 
The making of an “overcrowding census” will 
occupy local authorities months or even years, 
and when the evidence is ready, judging by past 
experience, many councils will do nothing and the 
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Bill contains no machinery for hastening or even 
arousing reluctant authorities. Some stick may be 
found helpful for coaxing the lazy ones, although 
no doubt progressive and active councils, supported 
by a sympathetic and generous government 
department, will be able to make good headway 
in establishing a new standard of life for the poor. 
If its reception by the press may be taken as a 
trustworthy indication the country’s first impres- 
sions of the new Bill have been decidedly favourable. 
The aim of the Bill is grandiose and its scope is 
wider than that of any housing legislation hitherto 
enacted in this country. Is there any prospect of 
the realisation of the objective, which is nothing 
less than complete elimination of overcrowding 
within any measurable period of time? Lord 
BaLFouR OF BURLEIGH, whose detailed analysis 
of the Bill appears on p. 225 of this issue, 
answers that question in the negative, and the 
criticisms with which he supports that answer 
appear to us to be difficult to refute. They are 
simple, simply put, and supported by adduced 
evidence; and the warning that the Bill may be 
antagonistic to sadly needed decentralisation is 
significant. We think that when public opinion 
has had time to penetrate beyond the expressed 
aim of the Bill which everyone will applaud, 
and to weigh up the proposed machinery by 
which it is hoped to attain the desired results, 
the rather superficial appreciation with which 
the Bill has so far been greeted is likely to 
undergo some modification. For one thing the 
Bill, perhaps inevitably, follows the pernicious 
habit of legislation by reference, and it seems clear 
that in certain respects, notably the reversal of the 
decentralisation policy, it is likely to create at 
least as many problems as it solves. But the full 
purport of the Bill cannot be grasped without 
laborious re-examination of the Acts of 1925 and 
1930, and until the machinery by which it is 
proposed to attain the desired results has been 
thoroughly explored we should be loth to condemn 
an honest attempt to solve the most urgent social 
problem of our time. 


AGRANULOCYTOSIS 


Durie the last few years “ agranulocytosis ”’ 
has found increasing favour as a diagnosis in cases 
with a low white cell count and fever, especially 
when these are associated with sepsis in the mouth 
and throat. It may be doubtful whether such 
illnesses are getting commoner but they are 
certainly more often recognised ; and many more 
could be found for the seeking. Enough at any 
rate have been described to justify some tentative 
conclusions about the ways in which a classical 
‘idiopathic ” agranulocytosis should differ from 
other conditions in which the neutrophil leucocytes 
are much reduced. In agranulocytosis, then, there 
is a low white count (below 2000 per c.mm.) and 
an almost complete absence of polymorphonuclears ; 
a few immature white cells may be found during 
convalescence, but they are rare during the acute 
stage. There should be no bleeding from the 
mucous membranes, no enlargement of lymph 


glands, and no great enlargement of the spleen. 
Neither fever nor ulceration of the mouth are 
characteristic ; the latter may even be absent 
and is anyhow secondary to the fall in white cells. 
The marrow from all bones should show much the 
same picture—cessation of maturation of the 
leucocytes at the stem cell stage. Above all no 
other disease must be present which might reasom- 
ably account for the blood changes : severe neutro- 
penia may be associated, for example, with sepsis ; 
it has been described in kala-azar; and it is 
found in Hodgkin’s disease, and most often in acute 
aleukemic leukemia. Most leukemias may show 
aleukemic phases, and since the symptoms and 
signs of aleukemic leukemia and agranulocytosis 
may be much the same it is essential to recognise 
the differences in their blood pictures—notably 
that in the former there is always some degree 
of anemia, while platelets are absent and a 
proportion of immature white cells are to be found 
in the peripheral blood even in the acute stage. 
It is not unreasonable to suppose that the failure 
of pentose nucleotide in so many of the reported 
cases—a failure mentioned in our columns 
again this week—is sometimes due to difficulties 
in interpreting the clinical and hematological 
findings. The remedy is regarded as specific for 
true agranulocytosis but is admittedly useless for 
atypical leukemias. 

It looks as though agranulocytosis would prove 
to have a varied etiology. It has developed as 
a sequel to the use of dinitrophenol, gold salts, 
arsphenamine, bismuth, and benzol, and in our 
issue of Jan. 5th Dr. PLum of Copenhagen men- 
tioned that 128 cases are already on record in which 
it was associated with one or more doses of 
Pyramidon (amidopyrin). Such reports naturally 
require careful scrutiny ; especially as the pro- 
dromal symptoms of agranulocytosis are often 
such as to call for antipyretics and it would be 
easy to make a mistake in attributing the subse- 
quent signs and symptoms to the medicament 
adopted. It will be recalled that Jackson,} 
studying 27 classical cases, found that in 7 of them 
the disease followed administration of amidopyrin 
or allied drugs and may actually have been caused 
by these; in 8 similar drugs had been taken 
but clearly had no causative relation to the 
disease ; while the remaining 12 patients were 
said to have received no drugs whatever of this 
type but nevertheless had just the same illness. 
Pium’s paper showed that if enough trouble is 
taken, evidence that the patient has had amidopyrin 
—or something containing it—may sometimes be 
obtained even when the relatives and medical 
attendant are all convinced that nothing of the 
kind is possible. His adventures in detection are 
impressive, but his arguments do not rest on these 
alone. He writes: “That in a given case the 
development of agranulocytosis after taking amido- 
pyrin is not merely accidental and that the 
administration of this remedy has actually caused 
the disease is something that can be established 





2 Jackson, H., Jr.: Amer. Jour. Med. Sci., 1934, clxxxviii., 
482, 604; see THE LANCET, 1934, ii., 998. 
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only by demonstrating that amidopyrin in thera- 
peutic doses produces granulocytopenia in the 
patient after his blood picture has returned to 
normal”; and he is able to add another to the 
five cases in which this demonstration has been 
carried out. (In one of them even the sore-throat 
and stomatitis were reproduced.) In considering 
this remarkable evidence that the disease is of 
toxic origin it must not be forgotten that it seems 
also to be related in some way to menstruation. 
Most of the recorded cases have been in women 
and where attention has been paid to the menstrual 
history it has often been found that the onset of 
repeated attacks coincided with the beginning of 
the periods. 


Probably only a small proportion of people are 
-sensitive to amidopyrin, just as only a small 
proportion are affected adversely by exposure to 
lead, arsenic, or benzol. But the evidence 
incriminating this drug as a cause of agranulo- 
cytosis is strong enough to make us regard it as 
dangerous, and it ought no longer to be prescribed 
unless precautions are taken to watch the blood 
picture. 


DROPLET INFECTION 


Ir is now nearly forty years since CARL FLUGGE 
demonstrated the reality and importance of droplet 
infection, but since the earlier work which his 
campaign provoked the subject has excited little 
curiosity. It has long been accepted as a fact 
that diseases of the respiratory tract and a large 
number of acute infectious fevers are transmitted 
in this way, and it is noteworthy that while the 
transmission of disease by other means—such as 
food and water—has been greatly diminished by 
measures of control, aerial infection continues 
unchecked by any preventive effort other than a 
general improvement in ventilation. If any control 
of air-borne infection be possible, it can only be 
devised with a more exact knowledge of the 
process which it is designed to interrupt. It is 
necessary to know how and where infective droplets 
are formed, their size, their behaviour under 
different atmospheric conditions, and the viability 
of the micro-organisms contained. 


Important information on some of these questions 
is furnished by the work of W. F. WE Ls.’ It is 
a matter of common observation that large particles 
of fluid secretion fall rapidly to the ground. WELLS 
has determined the limit of particle size which 
conduces to this fate ; according to the degree of 
humidity of the atmosphere, particles of diameters 
from 0-097 to 0-172 mm. will fall to the ground 
from a height of 2 metres in the fluid state. 
Particles of smaller size than this evaporate before 
reaching the ground, and become “ droplet nuclei ” 
which remain suspended in the air. The behaviour 
of these bodies was studied in a large steel chamber 
through which passed a powerful beam of light. 
When the contained air is free from particles in 
suspension this beam is invisible. When water 
was atomised in the chamber the cloud of droplets 


1Amer. Jour. Hyg., 1934, xx., 611. 


produced disappeared as soon as spraying was 
stopped, but when saline or broth was used a 
“dense fog of droplet nuclei’’ was formed which 
gave ‘“‘a beam of diminishing intensity for three 
or four days.” Experiments in this chamber were 
then devised in order to determine the viability 
of bacteria in droplet nuclei. Broth cultures were 
atomised within the chamber, and a measured 
volume of air subsequently withdrawn into an air 
centrifuge, which deposits suspended particles on 
the inner walls of a cylinder lined with culture 
medium. It was shown by this ingenious means 
that a variety of bacteria including pneumococci, 
streptococci, and diphtheria bacilli survive, though 
in steadily diminishing numbers, for considerable 
periods, a substantial proportion for periods such 
as two to four hours, and a few for as long as 48 
hours. 


These experiments should be repeated with 
natural secretions ; there is a good deal of evidence 
that bacteria survive longer outside the body in 
albuminous media, and the expectation is that a 
droplet nucleus consisting chiefly of dried mucus 
would contain viable bacteria for a longer period 
than one composed of the concentrated ingredients 
of culture broth, which would include an unduly 
high proportion of sodium chloride. That salt 
can remain suspended in the air is indicated, 
according to WELLS, by the chloride content of 
inland waters, which varies inversely with distance 
from the sea over an observed distance of 65 miles 
from the coast of Massachusetts. The facts 
already ascertained are of the utmost consequence, 
for they mean that what we call droplet infection 
is really a form of dust infection, and that theoreti- 
cally, at any rate, this mode of transmission may 
be more extensive in either space or time than is 
generally believed. The size and behaviour of 
naturally produced droplets remain to be deter- 
mined, but if any fluid droplet must either fall or 
evaporate within a few seconds, then the droplet 
nucleus must be the principle vehicle of infection, 
and any attempt at the bacterial purification of 
air must take its properties into account. This 
is a field of study which seems to have wide 
possibilities. 


ST. GEORGE’S HOSPITAL 


THE statement that it has been decided to rebuild 
St. George’s Hospital on its present site, giving also 
an estimate of the sum of money required, is pre- 
mature. But that such a decision may be arrived at 
in the near future is very probable. Many of the 
points which have to be taken into consideration 
before a step of this momentous sort can be arrived 
at have been stated at different times in our columns, 
and the arguments why the institution should remain 
at its familiar place were stated recently in THE 
LANCET by Sir George Turner, the senior consulting 
surgeon. It may be recalled, also, that at the last 
annual dinner of the hospital the speaker who repre- 
sented the existing students and younger members 
of the staff stated it to be the unanimous hope of 
his contemporaries that the hospital would be retained 
at Hyde Park Corner. 
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OPERATIVE TREATMENT OF FACIAL PALSY 


Tue deformity which results from paralysis of the 
facial nerve is so noticeable and so distressing that 
many attempts have been made to remedy it. At a 
combined meeting of the sections of otology and 
laryngology of the Royal Society of Medicine! held 
last summer, Sir Harold Gillies and Sir Charles 
Ballance described operations designed to this end. 
Sir Harold applies grafts from the fascia lata in 
such a way as to form slings to support the upper 
and lower lips, the corner of the mouth, and the 
palpebral fissure, and, in recent cases, provides for 
activation of the fascia slips by attachment to a 
flap of temporal muscle. In all cases a decided 
cosmetic improvement has been obtained; but, 
because of the lack of emotional response, the 
deformity is by no means cured. Sir Harold himself 
regards it as essentially a palliative operation, but he 
also believes it to be a rational means of splinting the 
paralysed muscles during the period of recovery even 
in cases where nerve-grafting is performed. 

Nerve-grafting has been applied to the treatment 
of facial palsy for 40 years, the peripheral end of 
the divided facial nerve being united to the central 
end of some other nerve divided in the neck. Soon 
after the end of the war Sir Charles Ballance con- 
ducted some 30 experiments of this nature, uniting 
the facial to the glosso-pharyngeal, the hypoglossal, 
or the descendens hypoglossi nerve. In several of 
the animals used voluntary movement and faradic 
response became normal after six or seven months. 
Good results have also been obtained in man; the 
improved tone of the muscles corrects in a large 
degree the facial deformity, but associated move- 
ments of the face are liable to occur when the patient 
attempts to move muscles normally actuated by the 
ingrafted nerve, and emotional response is always 
lacking. Sir Charles described at the meeting the 
experiments which he and Dr. Arthur Duel, of New 
York, have recently made in direct repair of the 
facial nerve, by grafting a piece of excised nerve into 
the gap made by the destruction of the nerve in the 
aqueduct, and Dr. Duel has since amplified this account 
in two special lectures delivered at the Royal College 
of Surgeons in October.? If the gap is a small one of 
5 or 10 mm. the nerve from which the graft is taken 
may be reconstituted, but experience showed that 
the nerve is usually destroyed over a longer distance, 
20 to 40 mm., and a nerve had to be used in which 
restoration was not essential; for this reason a 
sensory nerve was selected, and the anterior femoral 
cutaneous nerve was finally chosen and provided 
ample lengths for any case. After slight injuries 
to the nerve, decompression in the aqueduct has 
been successful, and in such cases faradic response 
followed by voluntary movement has occurred in a 
few weeks, but after grafting the period is one of 
months. Dr. Duel thought that this delay must be 
caused by obstruction in the fresh graft, the tubules 
of which are full of axons which must be degenerated 
and removed before they can be utilised as conveyors. 
The procedure now used therefore is to divide the 
grafting nerve and allow it to remain in its bed 
for some two weeks before applying it to the aqueduct, 
with the result that faradic response begins to return 
much sooner, often as early as 30 days. It would 
seem that, while a fresh graft is degenerating, young 
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fibrous tissue “forms about its ends and obstructs 
the axis-cylinders; but, when the empty tubules 
of a degenerated graft are offered, the axis-cylinders 
push along them with remarkable rapidity. Sir 
Charles Ballance holds that the fresh nerve-graft 
is now obsolete, and that a degenerated graft should 
be employed whenever and wherever a nerve-graft 
is required in surgery. 

A large number of successful operations have now 
been performed on the human subject, and the 
following conclusions have been reached. When the 
nerve has been divided accidentally, as during the 
mastoid operation, it should now always be grafted 
at once ; when paralysis occurs in the course of aural 
disease the nerve should be promptly exposed in the 
aqueduct and decompressed by careful slitting of the 
sheath. In Bell’s palsy, without obvious disease of 
the ear, the indications are less certain, but operation 
is probably the wisest course unless signs of recovery 
soon become apparent. 


THE IMPORTANCE OF PERSPIRATION 


More attention is now being paid to the com- 
position of sweat and its relation to the other body 
fluids. From time immemorial physicians have used 
it in emergencies as a vehicle for elimination, and in a 
monograph, reviewed on another page, Prof. Kuno 
lends physiological authority to the belief that, as 
regards some solutes, it has a genuine excretory 
function. A paper by Dr. D. P. Cuthbertson and 
Dr. W.S. W. Guthrie! records an attempted evaluation 
of two factors affecting the composition of ‘‘ normal ”’ 
sweat—namely, diet and external temperature. The 
subjects, healthy males, were kept under supervision 
in a ward of the Glasgow Royal Infirmary, and the 
investigation differed from previous ones in that the 
sweat was collected over a long period (48 hours) 
while they were at rest. Calico suits were used to soak 
up the perspiration, and were covered with jaconet ; 
but it is questionable whether this precaution against 
loss did not materially affect the absolute quantity 
of sweat secreted. The nitrogen and chloride eliminated 
by the skin were both increased by slight raising of the 
external temperature, the diet remaining constant. 
A high protein intake always resulted in an increased 
output of nitrogen in the sweat, but variations in the 
salt of the diet were without constant effect. The 
chief virtue of this work is that it represents a careful 
attempt to correlate sweat composition with events 
simultaneously occurring in the body; a mass of 
similar data must be collected before the true 
significance of any isolated investigation can be 
assessed. As far as the change in temperature is 
concerned, we might suppose that more or less sweat 
is secreted according to the amount of heat-loss 
required, and that the total amounts of nitrogen and 
chloride vary in consequence and in the same direction. 
But when the protein of the diet is altered, not only 
is the body dealing with more nitrogen, but the 
metabolic rate, and therefore heat-dissipation, are 
increased, giving two factors that might account 
for a greater amount of nitrogen being eliminated by 
the skin. Further experiments by Cuthbertson and 
Guthrie show clearly that in cases of hyper- and 
hypothyroidism the secretion of nitrogen and chlorides 
in the sweat follows the basal metabolic rate. 

The converse of these experiments—namely, the 
effect on the body fluids of copious sweating—was 
mentioned in a previous annotation.2. Here too 


Biochem. Jour., 1934, xxviii., 1444. 
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there was a complicating factor, since the body 
temperature had been raised artificially and some of 
the effects may have been induced directly by heat. 
Since dogs do not sweat over their general body 
surface, it might be thought that exposure of these 
animals to short-wave diathermy would indicate 
which effects were due purely to hyperthermia, but 
the results obtained in such experiments by Binet, 
Laudat, and Auclair* show that one animal had 
56 per cent. of plasma in the blood at 37°C. but 
only 33 per cent. at 43° C., and this seems to indicate 
a considerable loss of water. A rise in blood-sugar 
and blood-urea and a fall in the alkali reserve were 
the chief additional observations recorded, and of 
these the last is especially interesting ; the resemblance 
between this condition and Henderson’s “ acarbia ” 
has already been mentioned.?, While the therapeutic 
possibilities of artificial pyrexia are being explored, 
it may happen that in toxic conditions it will be found 
useful for its sudorific action; but before it can be 
successfully applied to this end the relationship at 
high temperatures between fluid intake, metabolic 
rate, blood composition, and sweat composition 
ought to be better understood. Any reliable observa- 
sions on factors influencing the constituents of the 
sweat must therefore be deemed important. 


A PIONEER OF PUBLIC HEALTH 


Charles V. Chapin was Superintendent of Health 
of Providence, U.S.A., from 1884 to 1931, a period 
of 48 years. During that time he not only devoted 
himself assiduously to the routine work of his office, 
but found opportunity to make many contributions 
to the literature of preventive medicine. From a 
bibliography of 133 writings, appended to this book, 
16 have been selected for reproduction as a monument 
to his name.‘ Six are related to public health 
administration, five to the control of acute com- 
municable disease, and five to epidemiology and 
vital statistics. Chapin had the art of saying tersely 
the things which we all wish to remember and so 
easily forget: for instance, that “clear, forceful, 
and catchy writing is worse than useless if it fails to 
teach the truth and the truth only,” and that “ it 
is sad to teach the public tomorrow to forget what 
they are taught to-day.” When Chapin entered 
the health service in America it was, like our own, 

with sewer gas, plumbing, quarantine, 
convection by fomites, the disposal of the dead, 
disposal of refuse, street cleansing, and fumigation. 
Chapin soon established a reputation for himself 
as an iconoclast, by statements such as: “It will 
make no demonstrable difference in a city’s mortality 
whether its streets are clean or not, whether the 
garbage is removed promptly or allowed to accumulate, 
or whether it has a plumbing law.” His biggest 
campaign perhaps was directed at the fetish of 
disinfection. When he brought forward convincing 
proof of the inutility of terminal disinfection at a 
meeting of the American Medical Association in 
1906, he was the only one of 37 present who voted 
for its discontinuance. There are few men in the public 
health service in any country whose views are not 
now in accord with his, although councillors are 
perhaps not equally enlightened, for, as he says, 
“the ambitious councilman and the enthusiastic 
reformer are often neither well balanced nor logical.” 

On the scientific side the aspect of Chapin’ 8 work 


* Presse méd., Nov. 28th 1934, p. 1917. 
*Papers of Charles v. angen M.D. 'A’ review of Public 
Health Realities. Selected by Frederic P. Gorham, A.M., 
Sc.D. Edited by Clarence L. Scamman, M.D. With a foreword 
by Haven Emerson, M.D. London : Humphrey Milford, 
Oxford University Press. 1934. Pp. 244. 68. 6d. 
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which will most closely repay study is his investigation 
of the mutation of the virus of small-pox and the 
decline in virulence of scarlet fever. The history and 
behaviour of variola minor and of scarlet fever in 
various parts of the world were traced with the 
greatest care, and the factors which might have led 
to changes in type examined. This work is set out in 
full under the title “‘ Changes in Contagious Disease,”’ 
being the William Thompson Sedgwick Memorial 
Lecture of 1926, and, like all the other articles here 
collected, makes delightful reading. 


THE SIGNIFICANCE OF HAEMOLYTIC B. COLI 
IN THE FACES 


THE bacteriological examination of feces with any 
other object than that of isolating well-defined 
pathogens such as typhoid and dysentery bacilli is a 
perplexing exercise. Although there is abundant 
evidence that the constitution of the intestinal flora 
is controlled more by diet than by any other factor, 
and very little evidence indeed that so-called abnormal 
bacteria in a normal-looking stool represent any state 
which can rightly be called an infection, a large 
variety of bacteria remain in many minds under a 
rather vague cloud of suspicion. Among these are 
various types of cocci, an “excess”’’ of cocci irre- 
spective of their type, coliform bacilli of ill-defined 
types which either do not ferment lactose or ferment 
it slowly, and any bacteria exhibiting hemolysis. 
The bacteriologist who feels unable to interpret 
findings of this sort with any confidence must often 
have wished that he had the time and opportunity 
to examine a thousand stools from entirely healthy 
people in order to discover how often they exhibit 
these alleged abnormalities. A step in this direction 
has been taken by Edith E. Nicholls} who has 
examined feces from healthy persons with the 
particular object of studying the significance of 
hemolytic B. coli. She found them in 114 (67-4 per 
cent.) of 169 specimens, a proportion considerably 
higher than that reported by other investigators, 
and observed also that their presence might be 
intermittent. The virulence of these strains for 
mice was slightly greater than that of non-hemolytic 
B. coli. Although these findings by no means deprive 
hemolytic B. coli of a claim to greater potential 
pathogenicity (possibly also attested by their common 
occurrence in urinary infections) they surely show 
that the mere cultivation of such micro-organisms 
from the feces is not necessarily significant. A 
similar, and more extensive, study of the incidence 
of atypical non-lactose-fermenters might furnish 
illuminating results. 


DIPHTHERITIC PARALYSES: PERIPHERAL OR 
CENTRAL ? 


DeEsPITE the many observations on the mode of 
action of diphtheria toxin which have been made 
since the original work of Roux and Yersin in 1888, 
there remain, as Ramon, Debré, and Ubry point out,? 
many questions not yet satisfactorily answered. It 
is still disputed, they say, whether post-diphtheritic 
paralyses are of central or peripheral origin, and as 
much of the anatomical and neurological work upon 
which conclusions are based was done at a time when 
histological technique and interpretation were far 
less advanced than they are to-day, they have under- 
taken a reinvestigation, in conjunction with M. J. 
Lhermitte. Sections were Prepared from the nervous 

: ' Jour. ‘Clin. Invest., 1934, xiii., 


* Ramon, G., Debré, R., and Uhry, P. 4 ee Dec, 19th, 
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tissues derived from three patients with diphtheria 
who died rapidly or suddenly during the stage of 
severe post-diphtheritic manifestations—the ‘ syn- 
drome malin secondaire” of Marfan. It proved 
impossible however to discover the slightest lesion 
of the central nervous system worthy of record. 
Examination of sections from the brains of guinea- 
pigs with experimentally produced paralyses was 
also negative, although degenerative lesions of nerves 
and their corresponding muscles were readily demon- 
strable. Peripheral nerve lesions in guinea-pigs 
could be made out 15 days after the injection of 
toxin in suitable doses, a period which corresponds 
closely with the first appearance, clinically, of 
post-diphtheritic manifestations in the natural 
human disease. Ramon and his colleagues admit 
the existence of certain indirect arguments in 
favour of the central origin of the lesions—as, 
for example, the existence of changes in the 
cerebro-spinal fluid—but maintain that the insigni- 
ficant medullary lesions found in their material were 
secondary to those of the peripheral nerves. Any 
lesions of the cerebrum which were demonstrable 
histologically were essentially the effects of vaso- 
dilatation, and the rare post-diphtheritic hemiplegia 
is also of vascular and circulatory origin. These 
workers agree that the absence of demonstrable 
lesions of the central nervous system is not proof 
that toxin may not become fixed in, for example, 
the nuclei of the cranial nerves, but experiments 
which they made failed to reveal the least trace of 
toxin in cerebral tissues—findings consonant with 
those of Friedemann and Elkeles* who are satisfied 
that diphtheria toxin does not pass the blood-brain 
barrier. They therefore think it reasonable to con- 
clude that central fixation of toxin remains to be 
proved, and that the essential, if not the only, lesion 
in diphtheritic paralysis is polyneuritis caused by 
the fixation of toxin in the first place at the site of 
infection—e.g., faucial diphtheria followed by palatal 
paralysis—and later in certain nerves for which 
toxin has a selective, and at present mysterious, 
affinity, and to which it is conveyed by the blood 
stream. 

Ramon, Debré, and Uhry question whether the 
concomitants of paralysis—viz., hypotension, cardiac 
complications, vomiting, syncope, and on occasion 
sudden death—may not be referable to the nervous 
system. The electrocardiograph, they remark, reveals 
irregularities of rhythm but can neither confirm nor 
weaken these clinical impressions, nor, contrary to 
expectation, can morbid anatomy give a decisive 
answer. They doubt whether fatty degeneration of 
the myocardium is really pathological; the signi- 
ficance of the various interstitial and parenchy- 
matous lesions of the myocardium hitherto described 
has never been exactly defined. The hearts of animals 
killed with diphtheria toxin have been examined 
they say, but not the extracardiac nervous tissues. 
In the human material examined by the authors of 
the paper (three cases referred to above) no trace of 
damage to the myocardium or intracardiac nervous 
tissue was discovered, but on the other hand at one 
human autopsy the terminations of the vagus showed 
definite changes. While agreeing that the question 
of diphtheritic myocarditis, or indeed infectious 
myocarditis in general, is far from being settled, they 
consider that in diphtheria, at least, there are clinical, 
experimental, and histopathological reasons for 
thinking that neuritis of the tenth pair of cranial 
nerves is a more likely event than primary myo- 


*Friedemann, U., and Elkeles, A.: THE LANCET, 1934, 
«+ 719 and 775. 


carditis. It may be recalled that Schwentker and 
Noel, in the first of three admirable papers * on the 
circulatory failure of diphtheria, enumerate in 
chronological order seven explanations of the cardiac 
pathology of the disease—namely, cardiac throm- 
bosis with paralysis (1842-82); bacterial myo- 
carditis (1872-82); infectious myocarditis (1873- 
88); toxic myocarditis (1891); vagus degenera- 
tion (1893); peripheral circulatory failure (1899) ; 
and conducting system degeneration (1910). They 
remark that the final chaos is little more enlightening 
than the original state, and that each investigator 
has championed one or other of the theories enu- 
merated and contributed his observations to strengthen 
this or refute that idea. The American workers 
refer to the histopathological investigations of the 
late A. S. Warthin > who found in diphtheria lesions 
in the striped muscle and nerve trunks identical 
with those in the heart muscle. As toxemia pro- 
gresses, they believe the degenerative process in 
heart muscle, conducting system, vagus nerve (italics 
ours), vasomotor centres, and arterial and arteriolar 
muscle-fibres advances, and finally any one or more 
of these becomes incapable of maintaining its burden— 
most commonly the heart muscle-fibres fail first. 
Tot homines, quot sententiae. 

The stimulating, if provocative, paper of the 
French observers ends with a plea for further research, 
not so much on the effect of massive doses of toxin 
but on that of relatively small doses which slowly and 
subtly damage the tissues. 


FIFTY YEARS OF MEDICAL WORK ¢ 


Apout a year ago Dr. Franklin Martin, Direct or- 
General of the American College of Surgeons, wrote 
a valuable book, partly autobiographical and partly 
official, entitled “The Joy of Living.” This book, 
which was reviewed in THE LANCET at the time of 
its issue, was divided into two parts, the first contain- 
ing personal and professional reminiscences and the 
second an account of the author’s relations with the 
activities brought about by the European War. 
The two volumes contained 1000 pages, but by far 
the larger part of the book was occupied by detailed 
descriptions of the work of others, with whom Martin 
had collaborated and of whom he could register 
personal impressions. He has now brought out an 
autobiographical sketch based on his personal diary 
and much medical and other writing, and it forms a 
résumé of his professional activity during fifty years. 
While this book to some extent repeats necessarily 
much that has been written in the previous work, the 
contents of the second volume have practically 
disappeared while the personal side has been much 
amplified. We have an account of organisations with 
which the author has been and is specially concerned— 
notably medical journalism, through the medium of 
Surgery, Gynecology, and Obstetrics; the Clinical 
Congress of Surgeons of North America; the Gorgas 
Memorial Institute of Tropical and Preventive Medi- 
cine ; and the American College of Surgeons, of which 
Martin is director-general. These organisations the 
author holds to have promoted a partnership between 
the general public and the scientific profession which 
has resulted in valuable mutual understanding, while 
their procedures have suggested standards for clinical 
accomplishment and arrangements for the betterment 
of hospitals. The work is addressed to the lay 





*Schwentker, F. F., and Noel, W. W.: Bull. Johns Hopkins 
Hosp., 1929, xlv., 276: ibid., 1930, xlvi., 259 and 359. 
* Jour. Infect. Dis., 1924, xxxv., 32. 
* Fifty Years of Medicine and Surgery: An Autobiographical 
Sketch. By Dr. Franklin H. Martin. Chicago: The Surgical 
Publishing Co. 1934. Pp. 449. 
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public as well as to the medical profession, and is 
being sent as a gift to the subscribers to Surgery, 
Gynecology, and Obstetrics. Interesting to read to-day, 
this may easily be in the future a valuable book of 
reference, when scientific and professional develop- 
ments lead the medical historian to a retrospect of 
beginnings. 


THE CAUSE OF RENAL RICKETS 


It has long been recognised that the form of 
rickets associated with chronic renal disorder in 
childhood is not a disease of vitamin-deficiency. 
Indeed, attempts to treat it with irradiated ergosterol 
have usually been ineffective or harmful, and exposure 
to ultra-violet light is known to precipitate uremia. 
It has been suggested, therefore, that the defective 
deposition of calcium in these cases is attributable 
to the retention of phosphorus which is often con- 
spicuous in them and is known to derange calcium 
metabolism. That this is not a complete explana- 
tion, however, is shown by the fact that a few cases 
of severe renal rickets have been described in which 
the phosphorus was little raised. Mitchell and 
Guest! have put forward the theory that because 
the kidney cannot excrete endogenous phosphorus, 
this is excreted into the intestine and thereby the 
formation of insoluble calcium phosphate interferes 
with absorption of calcium. Cases are on record, 
however, in which the serum calcium was actually 
higher than the normal. In the present state of 
uncertainty about the #tiology, reports on individual 
patients who have been carefully studied are of 
importance. Prof. Salvesen? of Oslo has recently 
described the case of a boy of 16 showing typical 
renal rickets with little evidence of infantilism. 
Complete acid-base balance studies were carried out, 
in periods before, during, and after treatment with 
calcium lactate and cod-liver oil, with ultra-violet 
irradiation alone, and with calcium lactate alone. 
These produced the interesting result that 9 g. of 
calcium lactate and 45 g. of cod-liver oil daily for 
14 days caused disappearance of all uremic symptoms, 
with an associated fall in blood-urea, disappearance 
of acidosis, a rise in serum calcium, and a fall in 
blood phosphorus. Similar improvement took place 
during a subsequent investigation when calcium 
lactate was used alone. During the period (48 days) 
of ultra-violet irradiation, on the other hand, the 
symptoms of uremia returned; there was a very 
considerable rise in blood-urea and blood phosphorus, 
a fall in serum calcium, and a return of acidosis. 
Although the boy died in spite of continued calcium 
treatment, Salvesen’s experiments seem to confirm 
the view that renal rickets is essentially due to 
deprivation of calcium, and that calcium administra- 
tion is the logical treatment. 

In our last issue Dr. R. W. B. Ellis described 
another case that is of interest both from the bio- 
chemical and pathological points of view. It fur- 
nishes a further example of severe renal rickets 
without a raised blood phosphorus, and illustrates 
the remarkable length of time these children may 
survive with a considerably raised blood-urea. 
Post mortem the kidneys were found to be typically 
contracted and sclerosed, and there was bilateral 
dilatation of the ureters. This latter finding has 
been reported in a number of cases, usually without 
any organic obstruction to account for it; here, 
however, there was a fold of mucosa, or incomplete 
valve, situated in the posterior urethra. Ellis 





! Mitchell, A. G., and Guest, G. M.: Jour. Amer. Med. Assoc., 
1931, xevii., 1045. 
* Salvesen, H. A.: Acta Med. Scand., 1934, Ixxwiii., 485. 


raises the question whether the chronic nephritis 
should be regarded as secondary to chronic back- 
pressure, with or without infection of the urinary 
tract, or whether, on the other hand, the presence 
of a valve and the occurrence of congenital renal 
hypoplasia should be regarded as distinct develop- 
mental abnormalities in the same patient, the former 
acting adversely on already inadequate renal tissue. 
While this seems to be the first recorded case showing 
renal dwarfism and rickets associated with a urethral 
valve, it suggests the advisability of careful investi- 
gation of all renal dwarfs, during life, for evidence 
of organic obstruction of the urinary tract. 


LYING-IN AND LAYING-OUT 

Last week we called attention to the activities 
during 1934 of the Central Midwives Board. We 
have since received a protest from a village. nursing 
association against one of the amended rules pro- 
mulgated by the Board during the year, and on 
inquiry find that it is causing consternation in many 
villages employing a district nurse. The rule in 
question is that (E.28) which forbids a nurse who is 
practising midwifery to lay out any dead body except 
that of a mother or child whom she has been attend- 
ing as midwife or maternity nurse at the time of 
death. It can readily be understood that this pro- 
hibition causes inconvenience and it is pertinent to 
inquire on what grounds it has been issued. The 
rule now superseded allowed a midwife to lay out 
any patient whom she was attending at the time of 
death. Probably ideal conditions for midwifery 
would provide for a special nurse who would under- 
take no general work ; but there seems to be little 
justification for allowing attention to septic wounds 
or sores or other potentially infective conditions and 
forbidding the performance of last offices. There is 
no reason to suppose that contamination with hxemo- 
lytic streptococcus need be specially feared in con- 
nexion with this task, which is surely one of the 
duties which those who subscribe for her services 
would have a right to expect their district nurse to 
perform. 


KYMOGRAPHY AND ITS CLINICAL APPLICATION 


Since Sabat’s original technique was described in 
1911 many attempts have been made to register 
graphically the movements of the heart and large 
vessels, but until recently no useful method has been 
evolved. Cinematography has decided disadvan- 
tages, among the greatest being the difficulty of 
comparing the different pictures and the imprac- 
ticability in routine work of seeing the movements 
when the film is being shown. Kymography—the 
recording of movements in graphic curves by means 
of a moving-slit camera—was not at first a success, 
for only a single slit was used, and it was only pos- 
sible to study isolated marginal points; thus the 
records were not comprehensive enough to allow of 
accurate interpretation. During the past ten years 
Dr. P. Stumpf has been seeking to perfect an X ray 
kymograph, and he has devised a graphic method 
whose object is to utilise the largest possible number 
of points of the heart simultaneously.! It has been 
found possible to place the slits 12 mm. apart, and 
the varying shape of the heart is reproduced at each 
instant on the film. Fixed parts, such as the ribs, 
show as straight lines in the direction of the film, 
while the marginal contour is recorded as a series of 


*The British Journal of Radiology for December, 1934, 
contains papers on X ray kymography by Dr. Stumpf (Munich) 
and Prof. I. Seth Hirsch (New York), and an editorial briefly 
reviewing the history of the subject. 
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waves. In studying the kymogram the apices of the 
peaks are connected by one line, the deepest points 
of the valleys by another, and the space between the 
two lines is called the “‘movement space” of the 
heart ; the character of this space varies with the 
individual but the same person has always the same 
characteristics, given similar conditions at separate 
examinations. So as to be able to determine with 
precision the time relationships of the movements 
shown by the kymograph Stumpf has worked out 
the densographic method which depends on recording 
by a reflecting galvanometer the change of con- 
ductivity of the photo-electric cells, the result being 
arranged as in a polygram. 

Many applications of the kymograph have already 
been worked out, and a few examples will serve to 
illustrate its value in diagnosis. From time to time 
an unusual bulge is found on radioscopy—apparently 
part of the heart shadow but in such a position as 
to leave its nature in doubt. The kymogram move- 
ment waves in the area of the bulge are not those 
of a vessel, nor do they give the accustomed picture 
of the heart waves; furthermore, the outline of the 
heart waves can be made out inside the shadow. 
This excludes the bulge from belonging to the com- 
plex of heart and vessels, and makes it almost certain 
that it is caused by a tumour. If, however, an 
abnormal protrusion shows, in the kymogram, the 
regular peaks characteristic of either the heart or 
vessel area, then it is undoubtedly an abnormality 
of one or the other—e.g., a dilatation of the pul- 
monary artery. Again, pericardial conditions are 
more easily diagnosed by means of the kymogram, 
especially when calcification is present ; the move- 
ments over the calcified area are remarkably small 
and the diastolic widening slight. Probably, how- 
ever, the kymogram will give its greatest help in 
cases where there are pathological changes in the 
wall of the heart itself. The ground is newly explored 
and much research is still necessary, but it is already 
possible, by noting changes in the extent of the 
movement, to diagnose infarction or commencing 
aneurysms of the cardiac wall, and it is also claimed 
that the character of the kymogram is altered in the 
presence of other pathological changes in the myo- 
cardium. Hence in cases of coronary artery disease 
where the electrocardiogram shows nothing abnormal 
the kymogram may prove a very valuable clinical aid. 


HEALTH OF THE ARMY 


From Lieut.-General J. A. Hartigan’s first report ! 
we learn that in 1933 there were in the army 184,000 
men—102,000 at home, 55,000 in India, 27,000 
elsewhere. The chief causes of death were as follows, 
the figures being the actual number who died in 1933, 
and (in parentheses) in 1932: inj 120 (131), 
pneumonia 49 (57), suicide 34 (29), tubercle 26 (19), 
influenza 25 (4). The chief causes of invaliding from 
the service were: mental 242 (95, but neurasthenia 
and hysteria are now classified as mental not nervous 
diseases), tubercle 230 (214), diseases of bones, joints, 
&c., 195 (196), middle-ear disease 168 (112), injuries 
124 (124). Of individual diseases the “‘ common cold ”’ 
has now been introduced as a new heading, and may 
prove as useful as did ““P.U.D.” in segregating cases 
of doubtful diagnosis. Diphtheria is stated to be 
“ practically non-existent ” in depéts where Schick 
testing, and immunisation when necessary, are carried 
out as a routine. Influenza was twice as prevalent at 
home as in 1932: various prophylactic measures 
were tried but none is recommended. The prevalence 


*Report on the Health v4 ba pm for the year 1933. H.M. 
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of pneumonia, still a chief cause of death, was 2°6 per 
1000 at home, 3-6 in India, 6-5 in Egypt, and as usual 
highest (8-7) on board transports. Tubercle was most 
prevalent (2-9), and not for the first time, in the Foot 
Guards; some of the worst barracks of obsolete 
type are found in and around London, but these are 
being reconstructed “gradually.” The incidence 
among boys has been falling yearly, and there are 
no cases among them this year. The prevalence of 
venereal disease fell to 25-7 from 27-2, due chiefly 
to the drop in syphilis. Of schizophrenia 65 cases were 
invalided ; it is asked if this is a legacy of war priva- 
tions, and we are to hear more of this next year. 
There were 1292 cases of appendicitis (389 in India) 
with 11 deaths. Early operation is recommended for 
synovitis of knee and displaced cartilage. There has 
been a steady increase generally in the number of 
operations since the war and owing to the shortage of 
regular officers the work of surgical specialists in all 
the larger hospitals has been very heavy. At some 
stations the lack of special anewsthetists has been an 
additional handicap. Radiology has made great 
advance during the year. 

The major part of the report deals with the preven- 
tion of disease, and housing is put first. Hydrocyanic 
acid, though awkward to use, is found best for ridding 
barracks of bugs. Water-supplies are getting highly 
skilled attention ; water carriage of sewage is being 
arranged where possible. A unit in Bermuda which 
had suffered much from a civilian contract for laundry 
work bought a machine laundry which paid for itself 
in a few months. Mosquito nets were issued to a fort 
at Chatham which was in June attacked by swarms 
of mosquitoes ; atent with eight men can be protected 
by draping a net over an 18 in. ring, hauled up to the 
apex. Rations have had continued thought; milk 
is issued pasteurised to hospitals and detention 
barracks, and it is hoped to get leave to issue a pint 
daily to boys at the Chepstow technical school. 
Black rust in bread caused intestinal disturbance in 
China, and paste made of Japanese salmon a similar 
outbreak at Hounslow. Facts are given showing the 
extent to which the new breathing exercises have 
improved physical development. Lining it with 
aluminium foil kept an ambulance car, stationary in 
the sun, some 2° to 5° cooler. ‘The year has been 
pleasingly free from epidemic disease,” General 
Hartigan is able to write. Finally, although primary 
rejections of prospective recruits were slightly more, 
fewer were discharged within six months. 


SINCE the committee of University College Hospital 
decided a year ago to commemorate its first centenary 
by extending the infant welfare and antenatal depart - 
ments and erecting a pay-bed hospital, they have 
been seeking a suitable site in the immediate vicinity. 
They have now received an offer of the south-eastern 
block of Shoolbred’s site contiguous to the main 
hospital and covering an area of 14,000 square feet, 
and they are anxious not to lose this opportunity 
of acquiring it. But the development of the site 
for hospital purposes entails much heavier commit- 
ment than was originally contemplated, and it has 
been found necessary to enlarge the scope of the 
centenary appeal and ask for £250,000 instead of 
£100,000. The Duke of Kent is to preside at a 
centenary commemoration banquet in the Guildhall 
on May 2nd, and the committee is hoping to be able 
to announce on that occasion that the whole amount 
has been subscribed. Contributions may be sent 
to Sir Herbert Samuelson, the treasurer, at the 
Hospital, Gower-street, London, W.C. 1. 
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PROGNOSIS 


A Series of Signed Articles contributed by invitation 


XXXVII. 
PROGNOSIS IN CORONARY THROMBOSIS 


IN giving a prognosis in a case in which coronary 
thrombosis has been diagnosed, it is well to have 
clearly in mind the pathological changes in progress 
in the heart. When an atheromatous and con- 
stricted coronary branch becomes occluded by 
thrombosis, a zone of ventricular muscle is deprived 
of its normal supply of blood. This sudden ischemia 
may be sufficient to bring the heart to a standstill, 
probably by provoking ventricular fibrillation, so 
that sudden death occurs at the onset of symptoms or 
without warning. Such cases are common, but they are 
not of clinical interest, and we are not concerned 
with them in considering prognosis. If the heart 
withstands the sudden ischemia a collateral circula- 
tion develops, but part of the ischemic muscle is 
injured beyond repair, becomes necrotic, and forms an 
anemic infarct. While this infarct is soft and friable— 
during the first two or three weeks from the onset— 
the softened area may rupture, clots may form 
over it within the heart giving rise to emboli, 
serious disturbances of the cardiac rhythm may occur, 
and if the infarct is large or extends, the heart may 
be unable to maintain the circulation so that con- 
gestive failure develops. The first two or three weeks 
after coronary thrombosis is therefore the danger 
period, during which life is precarious. After the 
third week the likelihood of the complications 
mentioned diminishes greatly. In favourable cireum- 
stances the dead muscle is absorbed and replaced by 
fibrous tissue, leaving a firm scar, a process which 
requires 6-8 weeks, though complete healing and full 
development of the collateral circulation probably 
takes longer, for serial electrocardiographic records 
often show progressive changes in the direction of 
normal for many months after an attack. Once 
the infarct has healed, the heart lesion is a stationary 
one, and the patient’s capacity will depend on the 
state of the remaining myocardium and coronary 
vessels. All danger from the infarct is not over, 
however, as it may give way gradually to form an 
aneurysm, which may rupture, or clots may form 
within it and give rise to emboli. Such complications 
are rare. 

The diagnosis of coronary thrombosis having 
been made, the prognostic problem is twofold : 
(1) What is the patient’s chance of surviving the 
attack '—e.g., the immediate prognosis. (2) If the 
patient survives the attack, what degree of activity 
will be possible, and what is his expectation of life ? 


THE IMMEDIATE PROGNOSIS 


Cases of sudden death at the onset are excluded, and 
only those that survive long enough for a diagnosis 
to be made, and for treatment to be instituted, are 
under consideration now. 


In 1928 J. Parkinson and D. E. Bedford (Tue Lancet, 
1928, i., 4), on the basis of 100 cases investigated, asserted 
that a patient seen alive with coronary thrombosis was 
more likely to survive the attack than succumb to it, 
an assertion amply confirmed by subsequent experience 
and statistics. In the 100 cases mentioned, 31 had died 
at the time of reporting, 23 within six months, and another 
7 within two years of the attack. This gives an immediate 
mortality of 23 per cent. within six months. L. A. Conner 
and E. Holt (Amer. Heart Jour., 1930, v., 705), in 259 
cases followed up, of which 142 were dead, report 46 
deaths during the first attack of coronary thrombosis, 


giving an immediate mortality of 16-2 per cent. P. D. 
White and E. F. Bland (Ibid., 1931, vii., 1), in 200 cases, 
of which 101 had died, report 2] deaths within a month 
of the attack, and another 33 within a year, the average 
duration of life in those who died being 1-5 years. This 
represents an immediate mortality of 10-5 per cent. in a 
month, or 27 per cent. in a year. 8. A. Levine (1929) 
gave the immediate mortality at about 50 per cent., and 
Y. Delrous (1932) estimates it at 33 per cent. 


If all cases in which the diagnosis can be estab- 
lished with reasonable certainty are included, whether 
the symptoms are mild or severe, then the imme- 
diate mortality—i.e., during the first 6-8 weeke 
from the onset—is probably not more than 25 per cent. 
These figures relate only to cases diagnosed clinically, 
excluding sudden deaths at the onset, and do not, 
of course, indicate the true mortality of coronary 
thrombosis. 

Assuming that in general the patient has at 
least a 3 to 1 chance of surviving the attack of 
coronary thrombosis, nothing is more difficult than 
to forecast the outcome in the individual case. 
Patients whose symptoms are relatively mild, or who 
recover well from pain and shock, may die suddenly 
without warning during the first few weeks, while 
patients whose condition appears desperate at the 
onset may survive. No single sign or symptom is 
of certain prognostic value. The age, the occurrence 
of previous angina of effort, the presence of 
hypertension or of pericarditis, and the severity of 
the pain, have proved to have little influence 
on prognosis. In general, frequent recurrences of 
anginal pain—in spite of morphia—severe dyspnea, 
the onset of congestive failure, and the persistence 
of a very low blood pressure are unfavourable signs. 
Complications such as abnormal rhythms and 
embolism must add to the risks; yet they do not 
preclude recovery. 

When asked for a prognosis by the relatives, 
at the onset of an attack of coronary thrombosis, it 
is best to say that life is in danger and must remain 
so for some weeks, while emphasising the good chances 
of recovery. In every type of case, mild or severe, 
sudden death is a possibility in the danger period 
—the first three weeks—and prognosis, it has been 
well said, should be one of guarded optimism. Anxious 
relatives may press for detailed information as to 
the future, which cannot be supplied at this stage. It 
should be made clear that until the patient is out of 
immediate danger we are concerned with his life and 
with all possible measures to preserve it. Details 
of future mode of life can only be decided after 
recovery from the attack, when the heart’s capacity 
can be tested. A return to work should not be 
ruled out, while some restrictions are almost inevitable. 


THE REMOTE PROGNOSIS 


Statistics at present available include cases still 
living, so that the average duration of life in those 
that recover from an attack of coronary thrombosis 
is not yet known. Our own statistics (loc. cit.) 
showed an average survival of 6 months in 31 patients 
who died, and 13 months in 68 still living, the longest 
survival period being 114 years. White and Bland 
found an average survival of 1-5 years in 101 cases 
who died, and 3-2 years in 94 patients still living, 
the longest survival period being 17 years. Conner 
and Holt investigated the state of health in 117 
cases that made a good recovery from the attack 
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of coronary thrombosis, and found that 75 per cent. 
were in good health at the end of 1 year, 56 per cent. 
after 2 years, 21 per cent. after 5 years, and 3-4 
per cent. after 10 years. Good health did not imply 
freedom from cardiac symptoms, but ability to lead 
a reasonable life for their age. J. A. Ryle (THE 
LANCET, 1928, i., 32) has cited the case of John 
Hunter as an example of longevity after coronary 
thrombosis ; the cardiac infarct found at necropsy 
probably occurred 20 years before his death, and did 
not prevent an active and fruitful life. Any individual 
case may be one to whom years of life and reasonable 
activity are allotted, and pessimism should be avoided 
until necessitated by the patient’s symptoms. One 
is sometimes asked about the chances of a second 
attack. This occurs in less than half, though the 
majority eventually succumb to heart failure of some 
kind. 

What are the possibilities of future activity, and 
how can we assess them ? No opinion can be formed as 
to what degree of exertion is permissible until the 
patient is ambulant and the heart’s capacity can be 
tested. Once the acute attack is over, the presence of 
congestive failure, of gross enlargement of the heart, 
or of a very low blood pressure are indications that 
little activity can be hoped for. For those who make 
good recoveries and are free from serious dyspnea 
or pain when they get about, golf, shooting, fishing, 
and similar pursuits are often possible in moderation, 
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if age permits. With regard to business activities, 
it is often wise to raise the question of retirement. 
The decision should be postponed as long as possible, 
and will depend not only on the heart but on the 
patient. Those with many interests, who can afford 
it, should be advised to retire. In others, business 
activities can often be restricted or modified to suit 
the case in question. Manual work involving any 
form of violent physical exertion should be ruled out. 
Once a cardiac infarct has healed no amount of 
rest in bed can help it, and, in the absence of serious 
symptoms, reasonable activity should be encouraged 
rather than restricted. The value of a long rest 
in bed at the start, while the infarct is healing, is 
unquestionable, and I am convinced that proper 
treatment in this respect can influence the remote 
prognosis favourably. 

To sum up, the outlook in coronary thrombosis 
is always most uncertain until the danger period 
of three weeks has elapsed, whatever the condition 
of the patient, but the chances are definitely in 
favour of recovery. Having recovered from am 
attack, there is a good chance of fair health and 
physical activity, suited to the age of the patient, 
for some years, and a possibility of surviving more 
than five years. 

D. Evan Beprorp, M.D., F.R.C.P., 
Physician with Charge of Out-patients, Middlesex 


Hospital; Physician to Out-patients, National 
Hospital for Diseases of the Heart. 
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ROYAL NAVAL MEDICAL SERVICE 

Surg. Capt. G. D. G. Ferguson to President for course, 

Surg. Comdr, H. H. Babington to Presidert for Medical 
Dept., Admiralty. 

Surg. Lt.-Comdrs. W. G. C. Fitzpatrick to Pembroke 
for Chatham Hospital; and E. E, Malone to Pembroke 
for R.N.B. 

Surg. Lt.-Comdr. (D) R. 8. Ward, L.D.S., placed on 
retd. list with rank of Surg. Comdr. (D). 

Surg. Lt. D. F. Walsh to rank of Surg. Lt.-Comdr. 

Surg. Lts. D. P. Gurd to Victory for R.N.B., and to 
Cornwall; and G. H. G. Southwell-Sander to Aphis. 

A Greenwich Hospital pension has been awarded to the 
following officer: Surg. Capt. J. A. Moon, D.S.O., retd., 
£50 a year, vice late Deputy Inspector-General of Hospitals 
and Fleets, G. D. Twigg, retd. 

ROYAL NAVAL VOLUNTEER RESERVE 

Proby. Surg. Lt. (D) L. B. Hilton to Vernon. 

Messrs. L. Foster and J. K. Sargentson entered as 
Proby. Surg. Sub-Lts., and attached to List 2 of the 
London Div. 

ROYAL ARMY MEDICAL CORPS 

Lt.-Col. R. F. O’T. Dickinson, O.B.E., having attained 
the age for retirement, is placed on ret. pay. 

Maj. L. Dunbar, O.B.E., to be Lt.-Col. 

Lt. P. O’Shea to be Capt. 

Lt. (on prob.) D. M. Ahern is confirmed in his rank. 

Short Service Commissions.—Lts. (on prob.) R. 8. Vine 
and J. E. Jameson are restd. to the estabt., and Lt. (on 
prob.) H. V. D’A. Iles is confirmed in his rank. 

MILITIA 

Maj. H. D. Rollinson, O.B.E., M.D., retires on attaining 

the age limit, and retains the rank of Maj. 
TERRITORIAL ARMY 

Col. E. M. Cowell, D.S.0., M.D., F.R.C.S., is apptd. 
A.D.M.S., 44th (Home Counties) Div. 

Maj. J. B. Scott, M.C., to be Lt.-Col. 

Lts. J. D. A. Gray, M. S. Good, and W. T. E, Blackmore 
to be Capts. 

R. W. Nevin, M.B., F.R.C.S. (late Cadet, Clifton Coll. 
Contgt., Jun. Div., O.T.C.), to be Lt. 

Capt. M. F. N. Griffin, M.B., M.R.C.P.1., to be Divl. 
Adjt. 49th (W. Riding) Div., vice Capt. J. G. E. Vachell, 
vacated. 


Robert Rutherford to be Lt. 

Supernumerary for service with the O.T.C.—Lt. N. 
Heath, from T.A. Res. of Off. (4th Bn. Wilts. R.), to be 
Lt. for duty with Med. Unit, Univ. of Lond. Contgt., 
Sen. Div., O.T.C. 

TERRITORIAL ARMY RESERVE OF OFFICERS 

Maj. F. B. Mackenzie, D.S.O., M.C., T.D., M.B., from 
T.A. Res. of Off. (4th/5th Bn. R. Scots), to be Maj. 

Lt.-Col. R. P. Nash, O.B.E., F.R.C.S., having attained 
the age limit, retires and retains his rank, with permission 
to wear the prescribed uniform. 


ROYAL AIR FORCE 

The Air Ministry announces the following appoint- 
ment: Air Commodore Alfred William Iredell, M.R.C.S., 
K.H.P., now Principal Medical Officer at R.A.F. Head- 
quarters, Inland Area, to be Director of R.A.F. Medical 
Services at the Air Ministry on March Ist, 1935, vice 
Air Vice-Marshal John McIntyre, C.B., M.B., B.Ch., who 
retires from the R.A.F. on that date. 

Flight Lt. F. L. White is promoted to the rank of 
Squadron Leader. 

Flight Lts. A. Sheehan to Station Headquarters, 
Abingdon ; and L. Freeman to Princess Mary’s R.A.F. 
Hospital, Halton. 

The following medical officers have been selected for 
permanent commissions, subject to physical fitness : 
Flight Lts. T. D. L. Bolan, J. 8. Carslaw, J. A. Kersley, 
T. C. Macdonald, F. H. Peterson, and J. L. Walsh. 

Dental Branch.—Flight Lt. M. J. Pigott, B.D.S., is 
granted a permanent commission in this rank. 


INDIAN MEDICAL SERVICE 

Colonel F. D. G. Howell, D.S.O., M.C., has succeeded 
Colonel D. Ahern, D.S8.O. (retirement announced in 
THe Lancet of Jan. 12th), at Headquarters (Adjutant- 
General’s Branch), as Deputy Director of Medical Services, 
from Dec. 26th, 1934. 

G. R. C. Palmer to be Lt. (on prob.). 

The following successful results are announced of the 
examination (in written subjects) of officers of the R.A.M.C., 
with a view to promotion, which was held in India and 
Burma in October last : Majors C. L. Emmerson, B. H. C. 
Lea-Wilson, W. C. Mackinnon, T. Menzies, T. Parr, V. J. 
Perez, P. G. Russell, and C. A. Slaughter; Capts. W. H. 
Carter, C. A. Levy, and D. A. O. Wilson. 
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SPECIAL ARTICLES 


THE HOUSING BILL 
ITS MERITS AND DEFECTS 


By Lorp Batrour or BURLEIGH 


THERE is no question as to the good intention 
which animates the new Housing Bill or as to the 
vast scope of its proposals; it aims at nothing less 
than the complete abolition of overcrowding by the 
provision of a separate house for every family, and 
it is probable that no more far-reaching domestic 
legislation than Subsection (1) of the first clause of 
this Bill has ever been comprised in so few words. 
It is laid down in 11 lines that it shall be the duty 
of every local authority to ascertain by inspection 
the extent of overcrowding in their area, and “* unless 
they are satisfied that the required number of new 
houses will be otherwise provided, to prepare and 
submit to the Minister proposals for the provision 
thereof.”’ This survey and the establishment of a 
standard of overcrowding are the two really good 
things in the Bill. The survey will provide for the 
first time reliable data on which to base compre- 
hensive plans and should have been carried out 
long ago. Incidentally the hope may be expressed 


that the information obtained will be checked and 
amplified by holding a census in 1936 which is likely 
to be somewhere near the peak point of our population. 


OVERCROWDING 


The definition of overcrowding laid down in Clause 2 
is necessarily a complicated one and will require very 
careful examination; as it stands it will give rise 
to anomalies in certain cases. While it is not a 
high standard, it may be claimed that it is higher 
than that of two persons per room laid down by the 
Registrar-General, and it must be borne in mind 
that the formula prescribes not the number of occu- 
pants which is to be considered desirable, but only 
that which it is to be an offence to exceed. Over- 
crowding is at present merely a matter of by-laws, 
in most places non-existent, applicable only to 
** houses let in lodgings ” and frequently unenforced. 
The prescription of a national standard, applicable 
to every house in individual private occupation, 
as well as of the tenement type, to exceed which 
will be a crime, represents a great advance. Clause 3 
creates, from a date to be appointed, the new offence 
of overcrowding both for occupier and landlord, 
and provides that no offence will have been com- 
mitted by the occupier until suitable alternative 
accommodation shall have been offered to him and 
refused. Clauses 4 and 5 provide for a large degree 
of elasticity in administration, and Clauses 6 to 11 
set up the administrative machinery and place the 
responsibility for running it on the local authorities. 


THE NEW REDEVELOPMENT AREAS 


Clauses 12 to 18 are concerned with the new 
redevelopment areas. This part of the Bill, with 
Clause 19 which gives power to a local authority 
compulsorily to acquire working-class houses for recon- 
ditioning, is the part which corresponds most closely 
to the proposals put forward by the Moyne Committee. 
An area is to be declared a redevelopment area if, 
of 50 or more houses, at least one-half are over- 
crowded, or so arranged as to be congested, or unfit 
for human habitation and incapable of being rendered 
fit at reasonable expense. The area partakes there- 


fore of the nature of the improvement area of the 
1930 Act, and procedure by way of redevelopment 
area is evidently intended to replace improvement 
area procedure, as the relative provisions of the 
1930 Act are repealed. But there is this great 
difference, that whilst in an improvement area the 
cost of repairing and decrowding their own property 
falls on the owners of the houses, the new Bill pro- 
vides for the compulsory acquisition of the redevelop- 
ment area by the local authority. The compensation 
to be paid will be market value, subject to deductions 
for illegal user or bad repair, as defined in Part II. 
of the Third Schedule to the 1930 Act—viz., on the 
basis now applicable to houses marked blue in a 
clearance area. This is the very procedure which 
was considered by the Moyne Committee and rejected, 
in respect of the acquisition of property for 
reconditioning, on the triple ground that it 
would be likely to provide excessive compensation, 
that it would nevertheless be likely to inflict hardships 
on small owners, and that it would be slow and rela- 
tively expensive. The local authority is to replan 
the area, making provision for working-class houses, 
for streets, and for open spaces. The Bill makes no 
reference to factories, workshops, and shops, which 
are presumably to be outside the scope of the 
redevelopment. The obligation of the local authority 
is to rehouse the working-class population of the area 
either within the area or on additional land outside 
the area acquired for that purpose. In London the 
local authority for overcrowding is, broadly speaking, 
to be the metropolitan borough council, and for 
redevelopment the London County Council, and there 
may be delegation of their powers of redevelopment 
by the latter to the former in agreed cases. The 
duty is laid on the London County Council of pro- 
viding the additional accommodation necessary to 
relieve overcrowding and which it may not be possible 
for the metropolitan boroughs to provide within 
their own areas. In general it appears probable that 
the cost of redevelopment, except of very small 
areas, will be so great as to render the provision 
very likely to remain inoperative, and meantime such 
local authorities as are declaring improvement areas 
are to be deprived of that method of dealing with 
unsatisfactory property. 


SUBSIDY ARRANGEMENTS 


Leaving aside Part II. of the Bill for the moment, 
Part IIl. contains the new subsidy arrangements, 
the principle of which is probably the worst feature 
of the Bill. A subsidy for the relief of overcrowding 
in congested areas is provided on a sliding scale 
rising in proportion to the value of the site on which 
the new flats are to be built. Where the developed 
cost of the site per acre is from £1500 up to £4000 
the Exchequer subsidy is to be £6 a year per flat 
for 40 years, rising by £1 for each £1000 of site value 
per acre up to £6000, and thereafter by £1 for each 
£2000 of site value per acre with no stated upward 
limit whatever; an additional contribution will be 
laid on the rates of 50 per cent. of the Exchequer 
grant. There is also a subsidy for cottages not 
exceeding £5 a year for a maximum period of 20 
years, carrying with it a like 50 per cent. rates con- 
tribution, and there is a new special provision in 
respect of the agricultural population in rural areas. 
The sliding scale subsidy will reinforce the powerful 
influences which create the existing vicious spiral 
of land values in congested areas; to introduce it 
is to reverse the decentralising tendency of our housing 
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policy since the war, and this at the very moment 
when housing policy abroad and in the United States 
is beginning to show signs of abandoning the erection 
of centrally situated high buildings in favour of 
decentralisation. The policy of centralisation 
involves disastrous consequences in the future to our 
large towns. Land values are measured by the 
income which can be earned by virtue of the occupa- 
tion of land. These values are increased in every 
way by the presence of population. Population 
provides labour for industry, and its presence attracts 
industry. Reciprocally, the presence of industry 
attracts population. Moreover, the presence of 
population provides a convenient and proximate 
market for production. The policy of centralisation 
involves the certainty under economic law that 
land values will rise. The granting of a subsidy 
on a sliding scale commensurate with the height 
of the land value will stimulate this process by 
increasing demand still further. It is true that many 
people want to be in the middle of towns in order to 
be near their work ; but, conversely, many businesses 
are set up in the middle of towns in order to be near 
their workpeople. The only way to relieve the 
pressure is by planned decentralisation. If congestion 
at the centre is to be maintained and intensified, 
the prospect is indeed a terrifying one. 


ADVISORY COMMITTEE AND HOUSE MANAGEMENT 
COMMISSION 


Returning now to Part IT. of the Bill this provides for 
the appointment by the Minister of a “‘ Central Housing 
Advisory Committee”’ and ‘“ Housing Management 
Commissions,” and deals with ‘‘ Housing Associa- 
tions.”” This part of the Bill is presumably the answer 
to those who have pressed on the Government the 
need for a coherent national housing plan, looking 
10 or 15 years ahead, and based on something more 
comprehensive than the uncoérdinated programmes 
of individual local authorities; a plan which would 
make wise provision in advance and check a possible 
rise in the price of building materials or undue 
increase in labour costs; which would effectively 
combine the needs of housing with those of town 
planning and of transport ; which would coérdinate 
and encourage research into every varied aspect of 
the questions to be studied, and which would call 
in to effective aid of the local authorities the immense 
potential force which is latent in the Public Utility 
Society movement. The Bill provides that a 
Central Housing Advisory Committee shall advise 
the Minister on questions which he may refer to it. 
The only sample of such questions given in this Bill 
is whether the Minister may allow temporary over- 
crowding to continue in houses of few rooms or 
exceptional floor area! The committee will no doubt 
enjoy exactly the standing of any other committee 
having no executive responsibility. House manage- 
ment commissions may be set up to perform the 
functions implied by the name in cases where this 
appears to the local authority to be expedient. Local 
authorities in the main are proud of their housing 
estates, and are unlikely to wish to part with the 
management of them. As for the housing associa- 
tions, which seems to be a rather better name for 
what has hitherto been usually called the public 
utility societies, the Bill does nothing to improve 
their status; the possible scope of their work is 
slightly widened, in that the widened powers of 
local authorities may still be delegated to them, 
but no effective new help is given them with their 
finance, and they are left utterly dependent on the 
goodwill of the local authorities. The foreshadowed 
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Central Housing Association may be “ recognised ” by 
the Minister, it is true, and even given a grant for 
office expenses, but it is to have no statutory rights or 
powers—in particular no power to obtain or recom- 
mend the grant of cheap finance for constituent 
associations—and must remain a bloodless wraith, 
very different from and far inferior to the robust 
and powerful Central Public Utility Council recom- 
mended by the Moyne Committee. 


COMPENSATION 

Part IV. of the Bill deals with unification of con- 
ditions affecting local authorities’ houses, and Part V. 
with redevelopment and reconditioning by private 
owners. Part VI. contains miscellaneous provisions, 
including some useful amendments of existing housing 
law based on practical experience, but special 
attention must be drawn to Clauses 58 and 59, which 
make three changes in the law relating to compensa- 
tion and will alter existing practice in two important 
respects. Clause 58, Subsection (1) will remove the 
possibility that an owner whose sound property, 
included in a clearance area merely because of its 
bad neighbours, might receive site value only. 
Administrative practice has, it is believed, always 
secured this result, at least under the present Govern- 
ment, and it is right that law and practice should 
be made to coincide. Subsection (2) of Clause 58 
will abolish the much abused reduction factor. 
Clause 59 involves a regrettable departure from the 
established principle of compensation at site value 
only in slum clearance. It is an attempt to distinguish 
between the owner who has done something to keep 
his property in repair and the owner who has done 
less or nothing at all. While the latter will continue 
to receive bare site value, the former is to receive 
in addition a payment not exceeding one and a 
half times the rateable value. Admittedly in both 
cases the property will have been rightly condemned 
as being unfit for human habitation, and once more 
hard cases are going to make bad law. The abolition 
of the reduction factor may be easier to justify in 
theory, but in that case also the existing practice 
has been the law for many years, and much property 
has changed hands with knowledge on both sides of 
its effects. The combined effect of these two clauses 
will be to slow up the five years’ slum clearance 
programme and render it more expensive. The 
pressing need for the abolition of the reduction 
factor would not have arisen but for the emphasis 
laid on building working-class houses on sites intrinsi- 
cally too valuable for that purpose in the effort to 
house the workers near their work. The right way 
to do this is to get both the factories and their workers 
out to new areas, as recommended by Mr. Neville 
Chamberlain’s Unhealthy Areas Committee 14 years 
ago, and so check the menacing growth of London 
and other large cities. Under this Bill every 10,000 
flats on the expensive sites are to cost the Exchequer 
£100,000 per annum for 40 years. Adding the rates 
contribution, that is a capital sum of 3} million 
pounds of public money to be used to pin down 
some 45,000 people in the congested areas; and 
many tens of thousands of flats will be built if 
the aim of this Bill is to be accomplished. Would 
it not be better, before it is too late, to use even a 
fraction of these vast sums to secure planned decen- 
tralisation of population and of industry ? On those 
lines the high site values in the centre could safely 
be left to look after themselves. 


CONCLUSION 


The real criterion by which the new Bill must be 
judged is by the answer to the vital question: What 
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will it do to produce the ‘million or more ) additional 
houses which are needed to relieve overcrowding, 
at low weekly rents, in the places where they are 
needed and on a far-sighted national plan? I 
believe the true answer to that question to be ex- 
tremely disappointing and the implications of the 
Bill to be profoundly disturbing. 





MEDICINE AND THE LAW 


Blood Test of Motorist for Alcohol 


WHEN it has been suggested that scientific blood 
tests would assist the law courts in deciding whether 
motorists have been driving their cars while under 
the influence of drink, it has been necessary to point 
out that the police and the magistrates are powerless 
to compel the use of such a method. It is interesting 
to learn, from proceedings before the Greenwich 
police-court last week, that a pioneer defendant has 
himself voluntarily asked the police surgeon to take 
a test of his blood. Evidence of the result of the 
analysis indicated that the blood specimen con- 
tained 125 milligrammes of alcohol per 100 cubic centi- 
metres of blood, the proportion being approximately 
0-15 per cent. by volume. The case stands com- 
mitted for trial where the value of this evidence will 
doubtless be considered. Inspired by the publicity 
of the case, motorists who are charged with driving 
while under the influence of aleohol may make a 
habit of demanding a blood test ; if so, the time may 
come when anyone who omits to volunteer a specimen 
for analysis may thereby prejudice his position. At 
present the law would be slow to regard such a refusal 
as an admission of guilt or as corroboration of the 
charge. The courts will presumably consider the 
variations of alcoholic idiosyncrasy. Will an accused 
person offer his blood for analysis in the witness-box 
before and after drinking a prescribed quantity in 
the presence of the court, with parallel tests of his 
driving capacity ? Will the candidates for a driving 
licence, who at present must give written details of 
health and eyesight and must pass tests of com- 
petence, be some day obliged to furnish also their 
aleoholic index figures for comparison with an 
established norm ? 


‘* Fresh Evidence’’ in Affiliation Proceedings 


In Bachelor v. Smith, an affiliation case in which 
there was some talk of voluntary blood tests of 
paternity, Mr. Smith vigorously denied that he was 
the father of Miss Bachelor's child, and went to 
prison several times because he refused to pay 10s. 
a week under the order of the Chatham justices. In 
February last Miss Bachelor was convicted of perjury 
in having falsely sworn, during the affiliation pro- 
ceedings, that she had not been out with a certain 
man since May, 1930. Mr. Smith then applied to 
the justices for revocation of the order to pay 108. a 
week. The justices granted his application, but 
Miss Bachelor contended that this could be done 
only on “fresh evidence,” and that there was no 
fresh evidence. The Divisional Court has now held 
that her conviction for perjury was “ fresh evidence ”’ 
whereon the justices could revoke their previous 
order as to payments. The leading case on this 
point is R. v. Copestake (1926), where the putative 
father was willing to admit paternity on the assump- 
tion that the child was a seven months’ child. He 
afterwards learned from the nurse and doctor who 
attended the girl’s confinement that it was a full- 
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time child. This put the act of intercourse two 
months earlier, at a date which he had not admitted. 
The Court of Appeal found it necessary to emphasise 
a curious distinction made by the statutes. The 
Act gave the magistrates power to revoke a bastardy 
order so far as it related to periodical payments, 
but not so far as it related to an adjudication of 
paternity. Lord Hanworth said that, had the 
justices been entitled to reopen the question of 
paternity, the appellant’s new information would 
have been “fresh evidence” for them to consider. 
As will be seen, the law is in a queer state and is 
ripe for alteration. 


Eyestrain as Accident 


In a Grimsby workmen’s compensation case the 
applicant’s statements of eyestrain have been held 
to amount to an “accident” within the Act. He 
complained that after three years’ work with the 
Grimsby Gas Co. he began to use a pyrometer to 
read high temperatures in a combustion chamber, 
and that his left eye became defective. He said he 
consulted an ophthalmic surgeon who told him a 
tiny burn was caused every time he used the pyro- 
meter. A medical witness stated that the man’s 
left eye had only 6/24 vision by reason of the use 
of the pyrometer which was dangerous. As usual 
there was a conflict of medical evidence, but the 
judge made an award as stated, with costs. The 
gas company’s foreman said he had taken tempera- 
tures in the combustion chamber for 22 years without 
injury to his eyes, 





INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
JAN. 12TH, 1935 


Notifications.—The following cases of infectious 
disease were notified during the week : Small-pox, 0 ; 
scarlet fever, 2747; diphtheria, 1973; enteric 
fever, 21; acute pneumonia (primary or influenzal), 
943; puerperal fever, 38; puerperal pyrexia, 97 ; ; 
cerebro-spinal fever, 19; acute my | elitis, 7; 
acute polio-encephalitis, 2 ; encephalitis lethargica, 6 ; 
dysentery, 37; ophthalmia neonatorum, 76. No 
case of cholera, plague, or typhus fever was notified 
during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on Jan. 21st—22nd was as follows: Small- pox, 
0 under treatment, 0 under observation ; scarlet fever, 1381; 
diphtheria, 2264 ; measles, 173 ; whooping-cough, 295 ; puerperal 
fever, 18 mothers ew 5 babies) ; encephalitis lethargica, 
208; poliomyelitis, 6 ‘other diseases,’’ 293. AtSt. Margaret’s 


Hospital there were 17 babies (plus 11 mothers) with ophthalmia 
neonatorum. 


Deaths.—In 121 great towns, including London, 
there was no death from small-pox, 1 (0) from enteric, 
fever, 10 (0) from measles, 4 (0) from scariet fever, 
9 (3) from whooping-cough, 66 (8) from diphtheria, 
49 (15) from diarrhoea and enteritis under two years 
and 59 (9) from influenza. The figures in parentheses 
are those for London itself. 

Salford reported the only fatal case of enteric fever. There 
were 4 deaths from diphtheria at Liverpool, St. Helens, and 
Sheffield, 3 at Willesden, 2 each at Southampton, Halifax, 


Huddersfield, Leeds, Middlesbrough, Newcastle-upon-Tyne, 
Salford, Birmingham, Plymouth, and Merthyr Tydfil. 


The number of stillbirths notified during the week 
was 273 (corresponding to a rate of 43 per 1000 total 
births), including 47 in London. 


BatH OrTHOPZDIC HospPiTaAL.—Captain Ronald 
Wills has given £7000 to Bath and Wessex Children Ortho- 
pedic Hospital. He and his father, Mr. Stanley Wills, have 
between them given £24,000 to this institution. 
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policy since the war, and this at the very moment 
when housing policy abroad and in the United States 
is beginning to show signs of abandoning the erection 
of centrally situated high buildings in favour of 
decentralisation. The policy of centralisation 
involves disastrous consequences in the future to our 
large towns. Land values are measured by the 
income which can be earned by virtue of the occupa- 
tion of land. These values are increased in every 
way by the presence of population. Population 
provides labour for industry, and its presence attracts 
industry. Reciprocally, the presence of industry 
attracts population. Moreover, the presence of 
population provides a convenient and proximate 
market for production. The policy of centralisation 
involves the certainty under economic law that 
land values will rise. The granting of a subsidy 
on a sliding scale commensurate with the height 
of the land value will stimulate this process by 
increasing demand still further. It is true that many 
people want to be in the middle of towns in order to 
be near their work ; but, conversely, many businesses 
are set up in the middle of towns in order to be near 
their workpeople. The only way to relieve the 
pressure is by planned decentralisation. If congestion 
at the centre is to be maintained and intensified, 
the prospect is indeed a terrifying one. 


ADVISORY COMMITTEE AND HOUSE MANAGEMENT 


COMMISSION 


Returning now to Part II. of the Bill this provides for 
the appointment by the Minister of a “‘ Central Housing 
Advisory Committee” and “ Housing Management 
Commissions,” and deals with ‘“ Housing Associa- 
tions.” This part of the Bill is presumably the answer 
to those who have pressed on the Government the 
need for a coherent national housing plan, looking 
10 or 15 years ahead, and based on something more 
comprehensive than the uncoérdinated programmes 
of individual local authorities; a plan which would 
make wise provision in advance and check a possible 
rise in the price of building materials or undue 
increase in labour costs; which would effectively 
combine the needs of housing with those of town 
planning and of transport ; which would coérdinate 
and encourage research into every varied aspect of 
the questions to be studied, and which would call 
in to effective aid of the local authorities the immense 
potential force which is latent in the Public Utility 
Society movement. The Bill provides that a 
Central Housing Advisory Committee shall advise 
the Minister on questions which he may refer to it. 
The only sample of such questions given in this Bill 
is whether the Minister may allow temporary over- 
crowding to continue in houses of few rooms or 
exceptional floor area! The committee will no doubt 
enjoy exactly the standing of any other committee 
having no executive responsibility. House manage- 
ment commissions may be set up to perform the 
functions implied by the name in cases where this 
appears to the local authority to be expedient. Local 
authorities in the main are proud of their housing 
estates, and are unlikely to wish to part with the 
management of them. As for the housing associa- 
tions, which seems to be a rather better name for 
what has hitherto been usually called the public 
utility societies, the Bill does nothing to improve 
their status; the possible scope of their work is 
slightly widened, in that the widened powers of 
local authorities may still be delegated to them, 
but no effective new help is given them with their 
finance, and they are left utterly dependent on the 
goodwill of the local authorities. The foreshadowed 
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Central Housing Association may be “ recognised ” by 
the Minister, it is true, and even given a grant for 
office expenses, but it is to have no statutory rights or 
powers—in particular no power to obtain or recom- 
mend the grant of cheap finance for constituent 
associations—and must remain a bloodless wraith, 
very different from and far inferior to the robust 
and powerful Central Public Utility Council recom- 
mended by the Moyne Committee. 


COMPENSATION 

Part IV. of the Bill deals with unification of con- 
ditions affecting local authorities’ houses, and Part V. 
with redevelopment and reconditioning by private 
owners. Part VI. contains miscellaneous provisions, 
including some useful amendments of existing housing 
law based on practical experience, but special 
attention must be drawn to Clauses 58 and 59, which 
make three changes in the law relating to compensa- 
tion and will alter existing practice in two important 
respects. Clause 58, Subsection (1) will remove the 
possibility that an owner whose sound property, 
included in a clearance area merely because of its 
bad neighbours, might receive site value only. 
Administrative practice has, it is believed, always 
secured this result, at least under the present Govern- 
ment, and it is right that law and practice should 
be made to coincide. Subsection (2) of Clause 58 
will abolish the much abused reduction factor. 
Clause 59 involves a regrettable departure from the 
established principle of compensation at site value 
only in slum clearance. It is an attempt to distinguish 
between the owner who has done something to keep 
his property in repair and the owner who has done 
less or nothing at all. While the latter will continue 
to receive bare site value, the former is to receive 
in addition a payment not exceeding one and a 
half times the rateable value. Admittedly in both 
cases the property will have been rightly condemned 
as being unfit for human habitation, and once more 
hard cases are going to make bad law. The abolition 
of the reduction factor may be easier to justify in 
theory, but in that case also the existing practice 
has been the law for many years, and much property 
has changed hands with knowledge on both sides of 
its effects. The combined effect of these two clauses 
will be to slow up the five years’ slum clearance 
programme and render it more expensive. The 
pressing need for the abolition of the reduction 
factor would not have arisen but for the emphasis 
laid on building working-class houses on sites intrinsi- 
cally too valuable for that purpose in the effort to 
house the workers near their work. The right way 
to do this is to get both the factories and their workers 
out to new areas, as recommended by Mr. Neville 
Chamberlain’s Unhealthy Areas Committee 14 years 
ago, and so check the menacing growth of London 
and other large cities. Under this Bill every 10,000 
flats on the expensive sites are to cost the Exchequer 
£100,000 per annum for 40 years. Adding the rates 
contribution, that is a capital sum of 3} million 
pounds of public money to be used to pin down 
some 45,000 people in the congested areas; and 
many tens of thousands of flats will be built if 
the aim of this Bill is to be accomplished. Would 
it not be better, before it is too late, to use even a 
fraction of these vast sums to secure planned decen- 
tralisation of population and of industry ? On those 
lines the high site values in the centre could safely 
be left to look after themselves. 


CONCLUSION 


The real criterion by which the new Bill must be 
judged is by the answer to the vital question: What 
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will it do to produce the million or more additional 
houses which are needed to relieve overcrowding, 
at low weekly rents, in the places where they are 
needed and on a far-sighted national plan? I 
believe the true answer to that question to be ex- 
tremely disappointing and the implications of the 
Bill to be profoundly disturbing. 





MEDICINE AND THE LAW 


Blood Test of Motorist for Alcohol 


WHEN it has been suggested that scientific blood 
tests would assist the law courts in deciding whether 
motorists have been driving their cars while under 
the influence of drink, it has been necessary to point 
out that the police and the magistrates are powerless 
to compel the use of such a method. It is interesting 
to learn, from proceedings before the Greenwich 
police-court last week, that a pioneer defendant has 
himself voluntarily asked the police surgeon to take 
a test of his blood. Evidence of the result of the 
analysis indicated that the blood specimen con- 
tained 125 milligrammes of alcohol per 100 cubic centi- 
metres of blood, the proportion being approximately 
0-15 per cent. by volume. The case stands com- 
mitted for trial where the value of this evidence will 
doubtless be considered. Inspired by the publicity 
of the case, motorists who are charged with driving 
while under the influence of aleohol may make a 
habit of demanding a blood test ; if so, the time may 
come when anyone who omits to volunteer a specimen 
for analysis may thereby prejudice his position. At 
present the law would be slow to regard such a refusal 
as an admission of guilt or as corroboration of the 
charge. The courts will presumably consider the 
variations of alcoholic idiosyncrasy. Will an accused 
person offer his blood for analysis in the witness-box 
before and after drinking a prescribed quantity in 
the presence of the court, with parallel tests of his 
driving capacity ? Will the candidates for a driving 
licence, who at present must give written details of 
health and eyesight and must pass tests of com- 
petence, be some day obliged to furnish also their 
alcoholic index figures for comparison with an 
established norm ? 


‘* Fresh Evidence’’ in Affiliation Proceedings 


In Bachelor v. Smith, an affiliation case in which 
there was some talk of voluntary blood tests of 
paternity, Mr. Smith vigorously denied that he was 
the father of Miss Bachelor's child, and went to 
prison several times because he refused to pay 10s. 
a week under the order of the Chatham justices. In 
February last Miss Bachelor was convicted of perjury 
in having falsely sworn, during the affiliation pro- 
ceedings, that she had not been out with a certain 
man since May, 1930. Mr. Smith then applied to 
the justices for revocation of the order to pay 10s. a 
week. The justices granted his application, but 
Miss Bachelor contended that this could be done 
only on ‘fresh evidence,” and that there was no 
fresh evidence. The Divisional Court has now held 
that her conviction for perjury was “ fresh evidence *’ 
whereon the justices could revoke their previous 
order as to payments. The leading case on this 
point is R. v. Copestake (1926), where the putative 
father was willing to admit paternity on the assump- 
tion that the child was a seven months’ child. He 
afterwards learned from the nurse and doctor who 
attended the girl’s confinement that it was a full- 
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time child. This put the act of intercourse two 
months earlier, at a date which he had not admitted. 
The Court of Appeal found it necessary to emphasise 
a curious distinction made by the statutes. The 
Act gave the magistrates power to revoke a bastardy 
order so far as it related to periodical payments, 
but not so far as it related to an adjudication of 
paternity. Lord Hanworth said that, had the 
justices been entitled to reopen the question of 
paternity, the appellant’s new information would 
have been “fresh evidence” for them to consider. 
As will be seen, the law is in a queer state and is 
ripe for alteration. 


Eyestrain as Accident 


In a Grimsby workmen’s compensation case the 
applicant’s statements of eyestrain have been held 
to amount to an “accident ’”’ within the Act. He 
complained that after three years’ work with the 
Grimsby Gas Co. he began to use a pyrometer to 
read high temperatures in a combustion chamber, 
and that his left eye became defective. He said he 
consulted an ophthalmic surgeon who told him a 
tiny burn was caused every time he used the pyro- 
meter. A medical witness stated that the man’s 
left eye had only 6/24 vision by reason of the use 
of the pyrometer which was dangerous. As usual 
there was a conflict of medical evidence, but the 
judge made an award as stated, with costs. The 
gas company’s foreman said he had taken tempera- 
tures in the combustion chamber for 22 years without 
injury to his eyes, 





INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
JAN. 12TH, 1935 


Notifications.—The following cases of infectious 
disease were notified during the week : Small-pox, 0 ; 
scarlet fever, 2747; diphtheria, 1973; enteric 
fever, 21; acute pneumonia (primary or influenzal), 
943; puerperal fever, 38; puerperal pyrexia, 97 ; 
cerebro-spinal fever, 19; acute soap Meer 73 
acute polio-encephalitis, 2 ; encephalitis lethargica, 6 ; 
dysentery, 37; ophthalmia neonatorum, 76. No 
case of cholera, plague, or typhus fever was notified 
during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on Jan. 21st—22nd was as follows: Small-pox, 
0 under treatment, 0 under observation; scarlet fever, 1381; 
diphtheria, 2264 ; measles, 173 ; whooping-cough, 295 ; puerperal 
fever, 18 mothers (plus 5 babies); encephalitis lethargica, 
208; poliomyelitis,6; ‘‘ other diseases,’’ 293. AtSt. Margaret's 


Hospital there were 17 babies (plus 11 mothers) with ophthalmia 
neonatorum, 


Deaths.—In 121 great towns, including London, 
there was no death from small-pox, 1 (0) from enteric, 
fever, 10 (0) from measles, 4 (0) from scarlet fever, 
9 (3) from whooping-cough, 66 (8) from diphtheria, 
49 (15) from diarrhoea and enteritis under two years 
and 59 (9) from influenza. The figures in parentheses 
are those for London itself, 

Salford reported the only fatal case of enteric fever. There 
were 4 deaths from diphtheria at Liverpool, St. Helens, and 
Sheffield, 3 at Willesden, 2 each at Southampton, Halifax, 
Huddersfield, Leeds, Middlesbrough, Newcastle-upon-Tyne, 
Salford, Birmingham, Plymouth, and Merthyr Tydfil. 


The number of stillbirths notified during the week 
was 273 (corresponding to a rate of 43 per 1000 total 
births), including 47 in London. 


BATH ORTHOPZDIC HospPITAL.—Captain Ronald 
Wills has given £7000 to Bath and Wessex Children Ortho- 
pedic Hospital. He and his father, Mr. Stanley Wills, have 
between them given £24,000 to this institution. 
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THE PROBLEM OF DIPHTHERIA 
(Continued from p. 173) 


Preventive Inoculation 


WE noted last week the now well-established fact 
that an anti-diphtheria campaign is in general 
followed by no significant fall in the diphtheria rates 
until a certain percentage of the population has been 
immunised. Active immunisation is being offered 
at an increasing number of centres and increasingly 
accepted by, parents on behalf of their children, 
but for the most part the numbers of children pro- 
tected are inadequate to affect incidence. In order 
that the incidence, particularly when epidemic, may 
be reduced it is necessary to immunise at least 30 per 
cent. of the children of pre-school age and from 50 
to 70 per cent. of those of school age. Immunisation 
of school-age children alone produces no definite 
effect upon the incidence of diphtheria in the com- 
munity; the phase of prevalence declines slowly, 
as it does when no immunisation is attempted. 
Superimpose, however, upon 50 per cent. of immune 
school-children 30 per cent. or more of immunised 
children under 5 years of age and an immediate 
decline in prevalence follows. The number of children 
immunised in Birmingham during the past eight 
years! is far greater than in any other city in this 
country, but even Birmingham cannot yet claim 
30 per cent. of immunes in the pre-school group. 
That city, in common with others, experienced during 
1934 not only a rise in the incidence of diphtheria 
but a marked increase in virulence ; with two excep- 
tions, however, all the cases occurred in uninoculated 
persons. The borough of Acton has a population of 
about 70,000, the number of school-children being 
approximately 8000. Immunisation was commenced 
by the school medical officer, Dr. Nancy Howell, 
at the end of 1932. By midsummer of 1934, we are 
informed, the percentages of children immunised in 
five infant schools were as follows: 69-5, 66-6, 64-7, 
51-8, and 33-4. Is it a coincidence that the Acton 
isolation hospital has had no cases of diphtheria 
from the borough in its wards for months but is 
receiving diphtheria patients from a neighbouring 
district where immunisation is not being carried out ? 
Acton, we learn, was fortunate in being the locus of 
an anti-campaign which resulted in more than 200 
mothers bringing their children to be immunised 
on the first available day after the campaign had 
ended. 

Apart from the evidence that immunisation on a 
sufficient scale is capable of reducing the incidence 
of diphtheria in open communities, its protective 
value in semi-isolated communities such as residential 
children’s institutions, and among the staffs of 
infectious diseases hospitals who are . necessarily 
constantly exposed to massive and virulent infections, 
is particularly well documented. The consistent 
experience over a series of years in the large fever 
hospitals such as those of Edinburgh and Birmingham 
is that staff cases of diphtheria have been reduced to 
negligible proportions since immunisation was intro- 
duced. The few cases which do occur are amongst 
recently joined Schick-susceptibles who contract the 
disease before immunity can be produced. Rarely, 
indeed, in those institutions with protected staffs 
does an attack of the disease occur amongst the 
artificially immunised, and still more rarely amongst 
natural Schick-immunes, and such attacks are 


+See THE LANCET, 1934, ii., 1181. 
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invariably modified. Chart 5, which is based upon the 
Birmingham City Hospital figures published? by 
E. H. R. Harries, shows the decline in incidence of 
staff cases of diphtheria in spite of a great increase 
in the numbers of diphtheria patients admitted to the 
wards. Reference to subsequent annual reports 
shows that among the immunised hospital staff the 
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CHART 5. 
EFFECT OF IMMUNISATION ON INCIDENCE 


Showing the effect of inoculating the staff of the Birmingham 
City Hospital against diphtheria. The columns represent the 
(crude) diphtheria admissions to the hospital, while the 
curve represents the cases among the staff. Inoculation of 
nurses began at A, and inoculation of the domestic staff at B. 
The shaded columns show the average strength of the staff 
(nursing and domestic) each year. 


incidence of diphtheria has continued to be negligible, 
and this experience is shared by many institutions of 
the same character. 

Two things are certain: (1) that active immunisa- 
tion, systematically carried out particularly amongst 
young children from one year old upwards, is capable of 
reducing the incidence of diphtheria in this country 
as it has in others, notably Canada; (2) that no real 
progress will be made without the whole-hearted 
support of the general practitioners who are the real 
advisers of the public in health matters. Intensive 
propaganda is unsuited to this country, quieter methods 
are more effective. Parents must be convinced ; 
they cannot be stampeded. Hence it may be useful 
to practitioners to discuss very briefly some of the 
points about which they may be consulted. 

1. Safety Unfortunate accidents happened in the 
early days, but never in this country, as the result 
of the improper storage of the old toxin-antitoxin 
mixtures (T.A.T.). Toxin mixtures have not been used 
in England for several years. Formalinised toxin or 
toxoid is now invariably employed, alone or in 
combination with antitoxin; although a powerful 
prophylactic it is completely non-toxic. 





* Ibid., 1930, i., 802. 
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2. Reactions.—Whatever prophylactic is used, 
children, and especially young children, rarely suffer 
reactions, either local or general. The occurrence 
of a pseudo-reaction, if a preliminary Schick test 
has been done, is evidence of probable sensitivity 
to bacterial protein, and similar evidence is provided 
by a positive Moloney test (vide Ministry of Health 
Memo 170/Med.), carried out with diluted toxoid. 
If sensitivity, and therefore liability to reactions, is 
shown by one of these tests either the dosage of the 
prophylactic should be reduced or a _ prophylactic 
such as T.A.F. (toxoid-antitoxin floccules) should 
be used which rarely produces reactions in adults and 
practically never in children. At worst, reactions 
consist of temporary local reddening at the site 
of injection and general malaise persisting for 
24 hours. 

3. Duration of Immunity.—Active  antitoxic 
immunity to diphtheria once produced is permanent, 
but it must be noted (i) That a small proportion of 
children are refractory to immunisation, and either 
difficult or impossible to immunise. Therefore a 
child should never be regarded as immune until a 
Schick test performed from three to six months after 
the injections is seen to be definitely negative. 
(ii) A few artificial immunes relapse ; after a period 
of months or years the Schick test again becomes 
positive. But in this case the mere performance of 
the test acts as a stimulus to antibody production 
and rapidly raises immunity to Schick-negative 
level again. For all practical purposes, as 8. F. 
Dudley has shown,* once immune is always immune. 
No degree of antitoxic immunity can prevent the 
implantation of the diphtheria bacillus upon the 
fauces, but the result rarely amounts, as Harries 
pointed out some years ago, to more than an attack 
of tonsillitis. Passive immunisation, although rapidly 
conferred by the injection of diphtheria antitoxin, 
does not endure more than three weeks, and is there- 
fore only suitable for the temporary protection of 
familial or institutional contacts. It should be 
followed by active immunisation later. 

4. Negative Phase.—It has been objected that 
active immunisation during a diphtheria epidemic is 
undesirable, since a negative phase may be produced. 
The experts at the League of Nations Conference 
on Immunisation * concluded (Resolution 13) “‘ there 
is so far no evidence on record as to the existence of 
a negative phase.” 


Serum Treatment 


It has recently been stated that so rapid is the 
advance of membrane formation and _ resultant 
toxemia in patients infected with the gravis strain 
of diphtheria bacillus that the ordinary commercial 
antitoxins, prepared from descendants of the Park-8 
strain, are failing in some cases at least to produce 
any ameliorative effect. Several medical super- 
intendents of L.C.C. fever hospitals consider this 
point in a recent report * to the Council. Dr. Harries 
(North Eastern Hospital) remarks that except in 
cases definitely moribund on admission there has 
been no evidence of the failure of patients infected 
with the gravis strain to respond in some degree to 
antitoxin, provided that the injection of some portion 
of the dose was made by the intravenous route. 
The intramuscular route alone, he adds, is quite 
inadequate for the treatment of such cases, since 
from 8 to 12 hours must elapse before there is suffi- 


*M.R.C. report, loc. cit. 
* Health Organisation Quart. Bull., 1932, i., 1. 


*L.C.C. Ann. Rep. for 1933, vol. iv. (Part I1.), p. 114. 
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cient concentration of antitoxin in the tissues to 
produce therapeutic effect. Dr. H. 8. Banks (Park 
Hospital) points out that any calculation of the case- 
mortality rate for verified clinical diphtheria is of 
value only in relation to the proportion of toxic and 
laryngeal cases in the total, since it is these groups 
which are responsible for almost all the deaths. In 
his series, hypertoxic and moderately toxic cases 
formed (in 1933) only 10-1 per cent. and the laryngeal 
group only 3-3 per cent. of the total. The mortality- 
rate in the hypertoxie and toxic groups combined 
was 28 per cent.—a relatively low figure which 
Dr. Banks ascribes 
to intensive 
(intravenous) 
serum therapy. 
For antitoxic 
serum to be 
effective by any 
route it must be 
given at the I2 
earliest possible 
moment. The 
experience’ of 
Claude Ker in 
Edinburgh is con- 
clusive evidence 
that lives are saved 
in proportion to the 
promptitude with 
which antitoxin is 
administered. His 
figures, which 
Chart 6 shows in 
graphic form, are 
equally applicable 
to-day. Its effect _ 
in the abatement * 
of toxemia is 
brought about by 
the adsorption of 
circulating toxin or 
of toxin which 
was but recently 
cireulating and has 
become loosely 
fixed in the tissues. The damage wrought by toxin 
firmly fixed—and it becomes fixed in a few hours—is 
not to be undone by antitoxin in any amount by any 
route. Dr. A. Joe (North Western Hospital) analyses 
31 fatal cases of diphtheria, which occurred in his 
hospital in 1933, in respect to the day of disease upon 
which antitoxin was injected. The figures in parentheses 
represent the number of cases which were admitted 
only after bacteriological confirmation of the diag- 
nosis—i.e., which were swabbed before admission. 
Of these 31 fatal cases none received serum on the 
first day of the disease; 1 on the second ; 10 (3) on 
the third ; 7 on the fourth; 6 (2) on the fifth; and 
7 (2) on or after the sixth day. In the case which 
from the history appeared to be in the second day 
of disease, there was extensive membrane in the 
nasopharynx and larynx; diphtheritie broncho- 
pneumonia was also present. The clinical appear- 
ances, he adds, indicated that the disease had 
undoubtedly existed for at least four days and 
probably double that time. The disastrous effects 
of delay as seen in Dr. Joe’s series of cases can 
unhappily be paralleled in any year in any large 
fever hospital in the country. For failure to make 
an early diagnosis of diphtheria the practitioner is 
not necessarily responsible. There are difficulties, 
the most formidable of which is provided by the 
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disease itself. Diphtheria has no well-defined incuba- 
tion period ; the onset and advance of the disease 
are insidious—so insidious that before medical aid 
is sought by the mother the child may be so ill that 
no effective treatment is possible. There may be no 
complaint of sore-throat or anything to indicate that 
the throat is affected ; the child is vaguely ill, pallid 
and listless. Hence the observance of the golden 
rule in the diagnosis of the diseases of children— 
always examine the throat—is imperative. Happily 
laryngeal diphtheria is becoming uncommon in 
children of any age. But, in the very young child, 
while tonsillar diphtheria is unusual, primary diph- 
theria of the post-nasal space is not; its only 
localising signs being post-nasal catarrh, rhinorrhea, 
and possibly commencing broncho-pneumonia, it is apt 
to be overlooked. There is a very natural reluctance 
on the part of some practitioners to inject antitoxin 
upon suspicion only, and this has led, in some parts 
of the country especially, to an increasing reliance 
upon the use of the swab in confirmation of clinical 
suspicion. But the bacteriologist has never claimed 
to make a diagnosis of diphtheria; that is a matter 
for the clinician. Even a pure culture of the C. diph- 
therie is by no means proof that the patient is suffer- 
ing from diphtheria. On the one hand he may be 
an immune carrier of virulent organisms—chronic 
carriers are always immune—and on the other hand 
the organisms may be avirulent. The real implica- 
tion of a positive swab, in the absence of clinical 
signs of diphtheria, is only to be determined by a 
virulence test of the organisms and a Schick test of 
the patient. But these things take time. Nor, 
although virulent organisms are invariably present 
in clinical diphtheria, are they always transferred to 
the swab ; hence those tragic cases of delay in giving 
serum because the swab was reported negative. 
Diphtheria being what it is the» practitioner would 
do well to rely upon his clinical judgment and to 
inject antitoxin at once on suspicion. Antitoxin 
may then be given by the intramuscular route, which 
is much less likely than the intravenous to give rise 
to immediate serum phenomena. But these pheno- 
mena, whether immediate serum shock or serum 
sickness a few days later, are far less frequent and 
far less severe now that concentrated sera are avail- 
able, practically free from protein. Of the two 
happenings serum shock is, or may be, formidable, 
whereas serum sickness is no more than a source 
of temporary discomfort. 

Whatever the route, the possibility of the occur- 
rence of shock will be minimised if the following 
precautions are taken. Careful inquiry should be 
made in every case as to any previous administration 
of serum, therapeutic or prophylactic, or any per- 
sonal or family history of asthma. If in such cases 
a sensitivity test is impracticable—and neither this 
test nor the process of desensitisation is always 
reliable—serum should slowly be introduced at first 
in fractional doses, preferably diluted in sterile normal 
saline, and always warmed to blood temperature. 
When it is clear that sensitivity is not evoked, then 
after an interval of (say) half an hour the remainder 
of the dose may be injected in the ordinary way. 
The sheet anchor of the immunisator is adrenaline. 
Under no circumstances should serum, concentrated 
or unconcentrated, dilute or undilute, be injected 
in any dose by any route unless adrenaline is instantly 
available in a charged syringe at the bedside. As 
with antitoxin in the treatment of diphtheria, so 
with adrenaline in the treatment of serum shock, 
delay may be fatal. The first manifestations of 
shock necessitate the immediate stoppage of the 


introduction of serum if that still be in process’ and 
the instant injection of any dose of adrenaline up 
to 1 c.cm., repeated if necessary, later. If nothing 
untoward has occurred during the actual serum 
injection, the patient should still remain under 
observation for at least half an hour, adrenaline 
always being in readiness. Save in the case of 
natural hypersensitives, estimated at 1 in 50,000 or 
70,000 of the population, serum shock following the 
intramuscular injection of concentrated products is 
of very rare occurrence, provided potential sensitives 
are regarded with caution. In any event the possi- 
bility of the occurrence of serum phenomena does 
not justify the withholding of antitoxin; serum 
shock is far more amenable to treatment than is 
toxic diphtheria. 


OFFICIAL STANDARD OF OVERCROWDING 


THE first schedule to the Bill which, when it 
reaches the Statute Book, will be known as the 
Housing Act, 1935, sets out the number of persons 
who will thereafter be permitted to use a house for 
sleeping. This will depend on the number and floor 
area of the rooms in the house. 


TABLE I.—Number of Rooms. 


Number of persons 
permitted to use it 
for sleeping. 


2 persons. 

3 persons. 

5 persons, 

74 persons. 

10 persons, with an addi- 
tional 2 in respect 
of each room in 
excess of 5. 


TABLE I1.—Floor Area 


Number of persons 
permitted to use it 
for sleeping. 


Where a house 
consists of— 


One room 

Two rooms 

Three rooms 

Four rooms 

Five rooms or more 


Where the floor area 
of a room is— 


110 sq. ft. or more .. se -. 2 persons. 
90-110 sq. ft. oe ee -+ 1} persons. 
70-90 sq. ft... oe oe -- 1 person. 
50-70 sq. ft... 4 person. 
Under 50 su. ft. Nil. 


The permitted number of persons is either that 
shown in Table I., or the aggregate for all the rooms 
in the house obtained by reckoning for each room 
the number specified in Table II., whichever is the 
less. No regard shall be had to any room with a 
floor area of less than 50 square feet. 


BaDLy Buitt Hovuses.—On Jan. 17th Sir Hilton 
Young, the Minister of Health, received a deputation 


from the Trades Union Congress general council, in 
the course of which a resolution was submitted calling 
attention to “the expense which the purchasers of 
new houses on private building estates are having to 
incur, as a result of shoddy work put into the houses.”’ 
The Congress suggested that building owners should 
be legally required to furnish purchasers with a written 
specification of the houses, which would enable claims 
to be made if the specification and guarantee were 
not fulfilled. Mr. C. G. Blanchard, speaking in support 
of the resolution, said that whilst the purchase of a new 
house seemed attractive at the outset, it sometimes 
became a heavy liability owing to bad work and shoddy 
materials. In his reply the Minister said that he appre- 
ciated the importance of ensuring that houses built for 
sale were soundly built of good materials, but did not 
think that legislation was needed for this purpose, or 
that there was a case for requiring such a guarantee as 
the deputation had suggested. Municipal authorities had 
already powers under their by-laws to enforce satisfactory 
standards. 
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THE OSTEOPATHS BILL 
To the Editor of THe Lancet 


Str,—I must admit to a complete lack of 
enthusiasm for the lead given by our representatives 
in the House of Lords against that extraordinary 
example of transatlantic impudence, the Osteopaths 
Bill. Wrapping the robe of Galen around him, Lord 
Moynihan in a most eloquent and scholarly speech 
prepares to die for the dogma of the untouchability 
of the unqualified. Now I have three objections to 
this line of defence. The first is that it is this attitude 
which has made possible the introduction of the Bill, 
let alone giving it its not inconsiderable chances of 
success. The belief that the medical profession will 
not consider any advance originating outside its own 
members is deeply rooted in the public mind and 
sedulously cultivated by all the unorthodox. To 
them the statement that none of us will meet or 
consult with them is one of their main lines of “ sales 
talk,” while it leaves us open to the quite sensible 
question, “* How do you know their work is poor if 
you are not allowed to see it?” Those regulations, 
by which grown men who daily hold life and death 
in their hands are told with whom they may or may 
not associate, act, I am convinced, entirely in favour 
of miracle workers and against ourselves. Secondly, 
blank denial of this sort, even if it avoids the disaster 
of the passing of this Bill, gives us at the best a 
grudged and inconclusive victory, with the certainty 
of the renewal of attack. Thirdly, it is exactly the 
line which the very shrewd business men behind 
this Bill expected and hoped that we should take. 

Instead of this I should like to see a counter attack 
that would make our American friends sorry they 
spoke, that would remove the one eternal jibe at our 
profession, and that would give it a public justification 
and explanation such as it has never had before. 
It merely needs the application of the scientific 
method, on which we have already lectured the 
House of Lords to their unconcealed fury. Let us 
say we are willing to discuss the entire subject of 
osteopathy before a kind of jury of laymen. The 
only condition about this jury is that it must be 
composed of men of some scientific training, preferably 
as biologists, or anthropologists ; men of the type of 
Julian Huxley, J. B. 8. Haldane, C. E. M. Joad, or 
Malinowski. Before this jury we would begin by 
asking for a definition of osteopathy (there is none 
except that it is different from orthodoxy). Then 
we could discuss its range, which varies at present 
according to the audience from simple manipulation 
to the whole of medicine and surgery. Let us first 
see what our opponents will dare to claim in the way 
of originality before an audience of this sort, and then 
politely but remorselessly take them through it— 
text-books, records, journals, cases and all. The 
proviso, that every case they show as a cure entitles 
us to show one to prove our case that they are 
dangerously ignorant, could not well be objected to. 

Finally we shall be left with a small residue of 
original work—the relief of certain sorts of headaches, 
pains in the back, and pelvic displacements. Let us 
admit this freely, and say that we would welcome 
the establishment of a clinic for post-graduate study 
on these lines. Can anyone doubt that if we had 
attacked the problem of Sir Herbert Barker in this 
way his reputation would be lower, that his 
magician’s powers would have shrunk to a meagre 
repertoire with results as variable as our own ? 


And that deprived of the halo of persecution he 
and all other wonder-workers would show far less 
brightly in the public eye ? 

If we cannot confound the osteopaths in a fair 
discussion before an intelligent tribunal, I am going 
to give up surgery and keep rabbits. I am sick of 
seeing the profession behaving like one of the lions 
in Trafalgar-square. Can’t it turn round and bite ? 
I am, Sir, yours faithfully, 


DENIS BROWNE. 
Queen Anne-street, W., Jan. 21st. 


FRESH BILE IN ILEUS 
To the Editor of Tue LANCET 


Str,—Mr. Frankau’s article is admirable for its 
brevity and clearness. By calling attention to the 
value of fresh bile per rectum it is of great practical 
value. I have just heard from a doctor practising in 
a country village who complains of difficulty in 
getting it. He had telephoned to the nearest big town, 
also to a well-known London drug firm, but was only 
offered dried bile. As it is needed mostly in acute 
cases it would appear that doctors should know 
where they can get it, and should not have to depend 
on the local weekly slaughtering. My correspondent 
stated that over 60 years ago in a remote part of 
Cardiganshire people stored dried gall-bladders and 
their contained bile in their homes for use for colicky 
pains—some of which were, from description, 
undoubted cases of cholecystitis and cholelithiasis. 
I believe I have seen definite good results from the 
use of advertised salts of cholic acid in these cases. 

Dr. Hurst confirms Mr. Frankau’s statement of 
the safety of magnesium sulphate in small doses, 
but differs from him in his explanation of its mode 
of action. May it not be that its effectiveness is due 
to its action in emptying the gall-bladder and 
flushing the intestines from above with fresh human 
bile which is said to be more effective than ox bile, 
fresh or dried ?—I am, Sir, yours faithfully, 

D. Lincotn Lewis. 

Archway Hospital, Highgate, N., Jan. 21st. 


THE ALLEGED NEED FOR MEAT BY THE 
YOUNG 
To the Editor of Tue Lancer 

Sir,—I have been much interested in reading 
the article entitled “‘An Experiment in First-Class 
Protein” contributed by Dr. Corry Mann to the 
last issue of THE LANCET, and the introduction by 
Sir Gowland Hopkins, because I, as a layman, have 
been carrying out a somewhat similar experiment 
on a large scale for the last 25 years. 

In 1909 I was appointed housemaster of Spring- 
field, the smallest of the boarding-houses at Wycliffe 
College. Being a life-vegetarian myself, and with 
several other vegetarians in the school, I resolved 
to make an attempt to run the house without recourse 
to meat, fish, or fowl, and from January, 1910, to 
the present time this experiment has been successfully 
continued. At that date there were only 20 boys 
(then aged 10-18) in the house. Now and for the 
past ten years or more the number of boys has been 
40, and the age-incidence since 1928 has been 13-18. 
Of these 40 boys about half are life-vegetarians, and 
the remainder come from meat-eating homes, but 
consistent abstinence from meat is required during 
the nine months of the school year. The boys in 
the other houses serve as a “ control.” 
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It was obvious from the first that such an experi- 
ment could only be successful if this new and unusual 
school diet “delivered the goods.” I was at that 
period very much influenced by the late Dr. Alexander 
Haig, the author of ‘*‘ Urie Acid in the Causation of 
Disease,” and your readers may remember that 
Dr. Haig was critical not only of flesh-foods, but of 
pulses, tea, and coffee, and to some extent of eggs 
also. I therefore decided to substitute fresh (i.e., 
unboiled and unpasteurised) milk for coffee and 
tea at breakfast and tea, as well as to provide a glass 
of fresh milk with fresh fruit at supper. This 
abundance of milk, amounting to 1} to 2 pints oa an 
average for each boy each day, has involved me, 
perhaps rightly, in the criticism of some food -reformers, 
and undeniably it is not a cheap diet, but it solved 
at a single stroke the problem of an adequate supply 
of protein. 

I might say in passing that I have hardly found 
any boys who have failed to tolerate, and even to 
enjoy, this quantity of milk, provided that it is not 
boiled, nor have I known any case of tuberculosis or 
other trouble which can be assigned to its use, 
unpasteurised though it is, and as a mere layman 
it seems to me questionable whether a widespread 
consumption of cheap fresh milk may not be really 
more valuable to the nation than a more limited 
consumption of the dearer pasteurised milk, for 
even though surgical tuberculosis may slay its 
thousands, malnutrition slays its tens of thousands. 

To come back to my experiment, this has proved, 
in the judgment of critics as well as friends, an almost 
unqualified success. In 25 years, and in the case of 
two or three hundred boys, there have been four or 
five who have seemed not to thrive on the diet, 
but the meat-eating houses, too, have had occasional 
difficult or anxious cases. Speaking generally, how- 
ever, growth, as attested by measurements taken 
twice a year throughout the school for the whole 
period of the experiment, has been at least equally 
good, the blood colour and complexion have often 
been above the normal, vitality has been abundant— 
as Dr. Corry Mann discovered in his milk-fed house 
in the experiment at. Woodford—and an all-round high 
level of success has been obtained. Constipation is 
infrequent, and there have been only three cases of 
appendicitis in 25 years. 

Other factors may sometimes operate, such as the 
special keenness of a small “ house’ and the desire 
of some of these life-vegetarians to serve a cause, 
but however that may be the record of these Spring- 
field boys in almost everything except the sprint 
races and inter-house cricket has been rather remark- 
able. For seven years the cross-country race (now 
dropped in favour of inter-house “‘rugger” in the 
Lent term) was run on an inter-house basis, the first 
ten boys home gaining points, and in each of these 
seven years the milk-fed boys won very decisively. 
They have carried off the swimming sports, including 
the long distance championship race, each year for 
the last six, and twice in the last five years they have 
won, against larger houses of meat-eaters, the 
“rugger” cup. At the present moment they hold 


seven other challenge cups, including those for boxing © 


and shooting, as well as for the more sedentary 
recreations of music and chess. 

Of course milk is not the only source of protein. 
Cheese is supplied freely at lunch every day, both 
in slabs and after being passed through a nut-mill. 
Nuts are also given daily, eggs three or four times 
each week, and no doubt some protein is derived 
from cereals and dried fruits. Along with these 
foods raw salads are given freely throughout the 


year, and fresh butter is provided to an amount of 
1 lb. a week for each boy. There is no tuck-shop in 
the school, and tuck-boxes are not permitted, having 
been abolished by the vote of the boys before this 
experiment began. Hence procedure is not vitiated 
by irregular eating. 

I trust that this brief record of a long-continued 
and seemingly successful experiment will be of 
interest to the profession, and perchance help to 
emphasise the force of the protest in your last issue 
against the statement, made under the auspices of 
the B.B.C., that “‘ meat is most necessary for growth.”’ 

I am, Sir, yours faithfully, 
W. A. SIBLY, 
Jan, 21st. Headmaster, Wycliffe College. 


To the Editor of THe LANCET 

Sir,—When in the realm of dietetics shall we learn 
how to select foods which are the healthiest and 
best, and to avoid those of the less healthy type ? 
Whilst we cannot expect to control individual 
opinion, ought we not to be very careful lest, by 
broadcasting it, we advertise an error which is 
deceiving to the general public ? Standing absolutely 
as I do by the letter to you in last week’s LANCET 
on the above title my feelings are as above in reference 
to the B.B.C. on “ The Day’s Food.” I have brought 
up three children on a meatless diet excepting my 
eldest up to 5 years and they are quite representative 
in all ways and I know of many others who have 
done the same and are doing it with similar results. 

Those who have doubts or prejudices on the 
ability to rear a child on a meatless diet should 
acquaint themselves with the evidence accruing 
from Wycliffe College, Stonehouse, where, in a house 
entirely devoted to vegetarian boys, its inmates 
grow taller and increase more in weight on an 
average, besides carrying off more sports prizes than 
the boys in the other houses, whilst in scholastic 
work they are no wit behind the best. A brochure 
on the above can be had for 3d. from the Manchester 
Vegetarian Society, 39, Wilmslow-road, Rusholme, 
Manchester. 

In the B.B.C. publication ‘“*The Day’s Food ’’ 
the statement occurs that “‘ Meat extracts have 
practically no food value of any sort,’ and it is to 
be hoped that the multitudes who put their faith 
in the claims of advertisements will have been, 
in a measure, enlightened. 

In dealing with thousands of school-children every 
year I often come across parents who say they cannot 
get their children to take meat. Should these 
children have forced on them a diet of meat which is 
distasteful ?—I am, Sir, yours faithfully, 

Southampton, Jan. 2ist. ArtTHuR E. Druitt. 

To the Editor of THe LANCET 

Sir,—I was glad to see a letter from the Secretary 
of the London Vegetarian Society in regard to the 
pamphlet entitled ** The Day’s Food ” (issued by the 
British Broadcasting Corporation), for the latter 
contains many errors which at the present day are 
inexcusable when so much practical experience has 
been gained in bringing up children on a meatless 
diet. The statement regarding the alleged necessity 
of meat in the diet of the young is incorrect in theory 
and absurd in face of the accumtilating evidence 
of those who have brought up their children from 
birth on a strictly meatless diet. An inquiry from 
the medical officer of such a school as St. Christopher, 
Letchworth, Herts, where the diet is strictly meatless, 
would confirm this. Further, the raw juices of 
tomato and turnip, or turnip and carrot finely grated 
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or put through a mincer, are ingredients of the diet 
of quite young children whose value is appreciated 
by every medical practitioner. 

The large dose of cod-liver oil every day is 
unnecessary if the diet is otherwise balanced, and is 
of little use in preventing rickets. 

I am, Sir, yours faithfully, 

Harley-street, W., Jan. 19th. M. Beppow Bay ty. 


LONDON UNIVERSITY AND ITS MEDICAL 
SCHOOLS 


To the Editor of Tuk LANCET 


Si,—Sir Ernest Graham-Little’s letter in your 
issue of Nov. 24th last has called forth the views 
of so many highly qualified and distinguished doctors 
that the only excuse of a layman for intruding 
must be a desire for information on certain aspects 
of a subject in which he has for many years been 
keenly interested. The point that strikes me is this : 
Whether Sir Ernest intended it or not, has he ‘not 
opened up a question of far greater consequence than 
‘**a domestic concern ” of the University of London— 
a question which concerns indeed every university, 
if not ultimately the health of the nation as a whole ? 
Is not the problem really one as to whether it is a 
practicable possibility, assuming it be desirable, that 
the academic degree of a university should be at 
the same time a licence to practise ? 

I venture to think that experience has shown that 
this is not practicable. The correspondence evoked 
by Sir Ernest’s letter seems to confirm this view. 
A degree of a university is, and I hope always will 
be, evidence of a definite standard of academic 
education, and must not, I think, be confused with 
a legal qualification—a test of technical ability—to 
practise a profession. 

A university degree in law or in divinity, for 
example, does not ipso facto give the right to the 
graduate to practise his profession, for the Law 
Society, the Inn, or the Bishop demand an examina- 
tion in what may be called the technical aspect of 
the graduate’s vocation. And a university degree is 
not a sine qua non for the solicitor, barrister, or 
minister of religion. Why should the medical and 
surgicaldegrees of our universities be the only academic 
distinctions which we are content to leave at the 
level of a licence to practise ? 

As long ago as 1872 this position was recognised, 
for in that year when there were in England only 
four universities—Oxford, Cambridge, London, and 
Durham—granting registrable medical degrees, they, 
together with the Royal College of Physicians of 
London, the Royal College of Surgeons of England, 
and the Society of Apothecaries, London (the cor- 
porations granting registrable qualifications), pre- 
pared ascheme for constituting an “‘ Examining Board 
in England ” for the purpose of conducting a common 
final examination for admission to the Medical 
Register, and the university degree was to be con- 
ferred only on those who, being otherwise eligible, 
had passed this examination and were, in fact, 
eligible to practise their profession. Why this scheme 
did not materialise—a legal point in the charters of 
one of the bodies concerned seems to have prevented 
its accomplishment—is of little consequence now, 
but its ashes remain in the present ‘ Examining 
Board in England ” of the Royal Colleges—popularly 
known asthe Conjoint Board. Various other attempts— 
always with the same object in view, and generally 
on the initiative of the Royal Colleges—were made 
during the subsequent 25 or 30 years, but the rapid 
rise and development of new universities, each with 


LONDON UNIVERSITY AND ITS MEDICAL SCHOOL 


its own vested interests to consider, added to the 
difficulties of each succeeding effort. 

To-day there are 18 universities and five licensing 
corporations in Great Britain and Ireland. England 
alone has ten universities besides the two Royal 
Colleges and the Society of Apothecaries, who grant 
qualifications in medicine and surgery which are 
admissible to the Medical Register. An analysis of 
the figures published by the General Medical Council 
over four recent years shows that as far as the 12 
licensing bodies in England are concerned, the 
average percentage of passes in the subjects of 
medicine, surgery, and obstetrics varies from 53-47 
to 80-12 per cent. The difficult conditions, both 
educationally and economically, of the overcrowded 
and ever-growing curriculum of study demanded of 
the medical student to-day only emphasises the 
necessity for some sort of coéperation between the 
various licensing bodies. As far at least as England 
alone is concerned such coéperation should not be 
difficult, and, in fact, I believe that draft plans for 
some such scheme are actually in existence. 

If a movement in Parliament, quite possible in 
these days of democratic control, should suggest the 
institution of a medical service safeguarded by a 
State examination, that movement will have behind 
it the example of other countries. The development 
is quite a possible one, and would it not be well that 
the universities and corporations should agree among 
themselves now upon a common form of entrance 
rather than await action from without ? 

As I am a servant of one of the bodies concerned, 
and as I express purely may own personal views, I 
hope I may be allowed to sign myself merely 

Your obedient servant, 


A LAYMAN. 
MONOCYTIC LEUKAZMIA 
To the Editor of Tut LANCET 


Sir,—We would apologise to Dr. Piney if we have 
unwittingly misconstrued his views on the origin of 
the monocyte, but may perhaps contend that our 
misconstruction is no more than a minor omission. 
The real bone of contention is our statement that 
“both Naegeli and Piney regard the monocyte as a 
cell derived directly from the myeloblast.”” Had we 
said “‘as a cell in a direct line of descent from the 
myeloblast ” there would have been no bone. An 
interpretation of the statements in Dr. Piney’s 
excellent book may be summarised thus : 


Myeloblast 


Jan, 21st. 
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| 


Myelocyte 


| 
Monocyte 


This theory of the origin of the monocyte provides 
one basis for explaining monocytic leuk#mia as well 
as its occasional myeloblastic termination. 

We, in our paper, have favoured a view based on 
the work of Doan, Cunningham, Sabin, Wiseman 
and others with supravital preparations. This view 
may be simply summarised thus : 


Primitive white Cell 


Lymphoblast 


Myeloblast 


| 
1 


Monoblast 
| 


Myelocyte Lymphocyte Monocyte 


The acceptance of this view places the monoblast in 
a series out of the direct line of descent from the 
myeloblast but allows a partial myeloblastic termina- 
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tion, in leukemic states, froma the common precursor 

‘“‘ primitive white cell.” 

This view seemed more acceptable to us partly 
because of some personal experience with supravital 
preparations (unfortunately impracticable in the case 
reported), partly because of the weight of evidence 
produced in America with the same technique, and 
lastly because supravital staining is admittedly a 
more delicate method of differentiation than the 
examination of dry blood films or fixed histological 
tissue—the method whereby studies on the origin 
of blood cells have usually been made. Supravital 
studies are a definite “ recent advance in hematology.” 

We are, Sir, yours faithfully, 
L. E. H. Warrsy. 


Jan. 21st. J. M. CHRISTIE. 


PITFALLS IN DIAGNOSIS 
To the Editor of THE LANCET 


Srr,—An annotation in your last issue under this 
heading refers to the experience of two medical men 
who had both suffered from the after-effects of 
coronary thrombosis. It seems opportune to recall 
the remark of John Hunter, another sufferer, who 
said ‘‘ My life is in the hands of any rascal who chooses 
to annoy and tease me ”’(“‘ John Hunter,” by Stephen 
Paget)—an opinion soon afterwards confirmed by 
the circumstances of his tragic death after a stormy 
board meeting at St. George’s Hospital. 

I am, Sir, yours faithfully, 


Newcastle-upon-Tyne, Jan. 20th. G. GREY TURNER. 


FRACTURE OF THE NECK OF THE FEMUR 
To the Editor of THe LANCET 


Sir,—Your recent review (p. 94) of Sven Johansson’s 
important work in English rightly draws attention 


to a big step forward. The advance started with 
Smith-Petersen’s ingenious triradiate nail which gives 
maximum grip with minimum damage to bone. 
The operation which goes by his name has been 
attended with remarkably good results. I had the 
pleasure some 12 months ago of seeing Mr. Gwynne 
Williams operate upon two patients and of examining 
one or two convalescents in his wards. The operation 
in capable hands takes about 45 minutes but a long 
incision is necessary and a good deal of cutting of 
muscle. Wound sepsis is the bugbear and I was 
impressed by Mr. Gwynne Williams’s attitude that 
any action of the bowels within 24 hours of operation 
should cause a postponement. 

Johansson’s method simplifies the above procedure 
inasmuch as the whole operation is performed through 
a single three-inch incision on the lateral surface 
of the great trochanter, but it also elaborates it by 
more than doubling the time required for the operation. 
There is, however, no shock, since 80 per cent. of the 
time is occupied by reducing the fracture, inserting 
wires, and obtaining X rays. The risk of wound 
sepsis appears to be greatly diminished. B. H. Burns * 
in England and Thomas King? in Australia have 
performed the operation in a rather similar way and 
a personal experience of eight operations encourages 
me to offer a few remarks on the method. 

1. It must be emphasised that X ray facilities in the 
operating theatre are a first essential and that a lateral 
view of the neck of the femur is just as important as the 
ordinary antero-posterior. At least two and more often 
four sets of photographs are required < during the operation. 


“1 Proe. Roy. Soc. Med., March, 1934, P; $81. 
*Med. Jour. Australia, Jan. 6th, 1934 See also a 
short account of an operation at Bohbler’s Biinte, Brit, Jour. 
Surg., 1934, xxii., 348. 


. Adark room adjacent to the egueeting theatre may 
save 20 minutes in a difficult case. 

3. An orthopedic table is almost but not quite a 
necessity. 

4. I have dispensed with Johansson’s rather expensive 
wire director and use a six-inch stainless steel nail as a 
preliminary indicator. This helps not only in the all- 
important introduction of the wire but it also shows the 
radiographer how to hold his cassette parallel to the 
femoral neck for the lateral X rays. This nail is purely 
a temporary guide and the triradiate Smith-Petersen nail 
is later slid over a wire as described by Johansson. 

5. A row of three Michel’s clips below and parallel to 
Poupart’s ligament locates the head of the bone in the 
antero-posterior X ray and is perhaps preferable to lead 
markers. 

The operation makes considerable demands on the 
patience of all concerned but I believe it marks a 
definite step forward in the treatment of these 
fractures. I am, Sir, yours faithfully, 

Harley-street, W., Jan. 18th. Eric I, Lioyp. 


FEES AND SERVICES 
To the Editor of THe LANCET 


Sir,—Along with many other of your readers | 
have deeply at heart the raising of standards in 
general practice, and I think I know where the chief 
difficulty lies. What is the life of a doctor like in a 
panel practice in an industrial area? He has prob- 
ably two long surgeries daily, when he will imper- 
fectly examine any number of folks, write certificates 
for them, and search out and tick off the vague 
record cards of his panel patients. For a better 
living he may dispense. He will be forced by choking 
circumstance to disregard most of the principles he 
was taught in student days by those whose means 
enabled them to do their work with more care. 
Concluding his morning surgery he must get through 
a large number of visits at a fee which may be as 
low as a shilling a visit, if collectable, and in the 
midst of this partly virtuous career he receives a 
midwifery call. He rushes off to this and finds the 
woman in labour some hours, for the midwife knew 
he would not willingly come earlier; the case does 
not require instrumental delivery but has it to save 
time. No anesthetist is present. While he washes 
up (too hurriedly) he keeps one eye on the midwife, 
who has been entrusted with the anesthetic, as 
equally well a railway guard might be. His watchful 
eye tries to note by the degree of her embarrassment 
whether the patient is having too little or too much— 
and so to forceps delivery and perhaps a tear of the 
cervix or the perineum. On now to expression of 
the placenta and back to that round of visits! 

What is the pay for this work—for some pre- 
liminary consultations, perhaps a broken night's 
rest, and visits for a fortnight after delivery—if all 
goes well? Two guineas under the National Insurance 
Acts. So does the’ public value the work he is asked 
to undertake, so does it pay, and such work does it 
frequently get. Remember interference is the greatest 
cause of sepsis in the puerperium, sepsis the greatest 
cause of death, and that it is in these large industrial 
areas that the maternal death-rate is generally 
highest and the fees are lowest. It is not only that 
the women of these areas are poorly nourished ; 
they are in many cases badly attended to a point of 
recklessness. ‘‘ Get me my baby,” cries the mother ! 
‘*Get me my hat,” says the doctor! 

To those who protest against the doctor so depicted 
I say: “ You forget your own share in this—you 
and your Government. He is still, in my experience, 
a better man than the average human being, but 
things are made difficult and degrading for him to 
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the point sometimes of bitterness, and he is shockingly 
underpaid for the services to be undertaken.” Now 
if things were different, if there was better remunera- 
tion for this work, it would soon become for some 
men the special aim to perfect their midwifery. 
Such men would become recognised as conspicuously 
experienced, interested, and careful about it and, 
if an anesthetist could be provided at an additional 
allowance, domiciliary midwifery would become a 
far more reasonable proceeding than at present. 
Better maternity service means greater private 
or public expenditure, whether it be obtained by the 
longer training of midwives, the increase of insti- 
tutional midwifery, or better domiciliary treatment 
by doctors. A golden key must be found before 
the door to progress can be unlocked. 

Let us pass now to the consideration of surgical 
fees, a natural introduction to the subject of the big 
fee. I have known 800 guineas to be charged for a 
prostatectomy, 35 guineas for a tonsillectomy, and— 
remarkable, but not quite parallel—500 guineas to 
be charged for a consultation abroad involving 48 
hours’ travelling. The golden goose dying of ovarian 
fatigue will exceptionally to-day produce rewards of 
such magnitude, but why has the poor rich bird had 
to do so in the past? Chiefly because in this country 
the voluntary hospital has existed, to be sponged on 
or not as the case may be. It is a system which 
allows the surgeon to do ten operations in the day 
for nothing and in the evening, if he is lucky, to 
attack one goose in a nursing-home. It was the 
poor wages paid by the employer, and the lack of 
sense of obligation of the State, which created such 
absurdity in the labour world ; and it was the fault 
of our own professional predecessors not to protest. 
Compare such fees as those above with even the 
highest confinement fee; the anxiety, stress, skill, 
and time expended are all so much greater in mid- 


wifery that even the ordinary tonsillectomy fee 
appears relatively far too high. Now there is growing 
up a system of municipal hospitals, with State- 
farmed surgery, which is likely to make things harder 


still for the voluntary hospital surgeon. To-day he 
deserves our sympathy, for he may be comparatively 
ill-recompensed for his arduous work as not all are 
rewarded with huge fees. 

There has developed in this country a tendency 
to indulge in extreme specialism and to decry general 
practice. If specialism was preceded by adequate 
general training this would not be so harmful, but 
as it is not, there is need of a safeguard. From time 
to time one of the Olympians will remark: ‘“ The 
general practitioner is the backbone of the profes- 
sion.”” Perhaps at the moment he believes it, but 
the general public impatiently does not, nor does 
the specialist by any means customarily show that 
to be the view he holds. It does not follow that it 
ought not to be true. The responsibility for the 
diagnosis of acute intestinal obstruction is the general 
practitioner’s responsibility, and it is his unrecognised 
part, if he is capable of it, to give the surgeon the 
chance to save the patient’s life. There is indeed 
good reason why the level of general practice should 
be raised ; there is no reason why it should not be. 
A general practitioner ought to have adequate equip- 
ment. It would be more useful to inspect his 
equipment than his cards. He should be able to use 
an ophthalmoscope, an auroscope, and a laryngoscope 
for diagnostic purposes, but how many do or can ? 
Above all things he needs encouragement. His 
remuneration is often too small per service for good 
work to be possible. He is denied the chance to 
migrate from general practice to specialism by lack 
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of opportunity to obtain hospital experience. Were 
it otherwise such encouragement would be invaluable 
as an inducement to maintain interest. 

There is no real reason why the junior appointments 
on hospital staffs should fall to hospital residents 
when there are men who have been in practice for 
a few years willing to fillthem. Under State influence 
there is an overburden of records and certificates 
which in the aggregate waste a good deal of time 
and reduce the seeming importance of clinical work. 
Anyone who has practised in the Dominions knows 
how much less exclusive is the staffing of their 
hospitals, and how much more skill is expected of 
the general practitioner there; and anyone who 
goes to post-graduate classes in London recognises 
that the man who comes to study is the man from 
abroad, the man who is better paid and who knows 
that by his own work stands or falls his reputation. 
He has not lost his individuality or his self-confidence 
and he has not been overwhelmed by the State. 

The conclusions which it is suggested may be 
drawn from these reflections are :— 

(1) That the question of fees is of something more than 
economic importance. 

(2) That a considered revision of fees should be under- 
taken and if practicable a scale laid down. 

(3) That the fee for midwifery under national insurance 
is too low to give any expectation of good midwifery. 

(4) That there should be more encouragement to the 
general practitioner to be efficient, and that to this end 
specialism should be rightly his prize. 

(5) That there should be avoidance of over-specialism. 
Specialism in midwifery and elsewhere should be more a 
matter of ability and recognition by colleagues than of 
proclamation. 

Such changes proposed above as refer to specialism 
would be equally for the good of specialism and of 
general practice. 

I am, Sir, yours faithfully, 
GeorGE H. ALABASTER, M.D., F.R.C.S.E. 

Welbeck-street, W., Jan. 19th. 


THE RESERVOIR SIGN OF ACUTE MASTOIDITIS 
To the Editor of Tue LANCET 


Sir,—In his interesting article in your last issue 
(p. 150) Mr. Asherson tells us that his object is to 
provide a standard by which to measure the rate of 
aural discharge. The meatus is thoroughly cleaned 
and re-examined after 30 minutes; if fresh discharge 
has appeared in the meatus the sign is “ positive.” 
He continues: “ After the third day from perforation 
or myringotomy the presence of a positive reservoir 
sign is diagnostic of acute mastoiditis ...even when the 
only sign and symptom present.” That is, even when 
there is no pain, tenderness, swelling, fever or malaise 
—TI assume that deafness is not meant to be included. 
Mr. Asherson ought to tell us what is his criterion 
of “‘ acute mastoiditis ” as distinguished from “‘ acute 
otitis media.” In (practically) every case of acute 
suppurative otitis media the mastoid antrum and air 
cells are infected from the very beginning; if the 
ear is discharging freely on the third day, and the 
mastoid process is opened, the cells will be full of 
mucopus, the mucosa swollen, the bone inflamed. 

The fact that Mr. Asherson found such conditions 
at operation is no evidence at all in itself that an 
operation was necessary. The great majority of such 
cases will recover completely and rapidly if treated 
by covering the ear with a sterile dressing—no 
syringing and no “drops.’”’ Yet Mr. Asherson states 
definitely that a rapid reaccumulation of secretion 
in the meatus, even as early as the third day after 
perforation, and in the absence of all other symptoms 
and signs, is an urgent indication for immediate 





236 THE LANCET] 


operation on the mastoid. Before we accept this 
teaching we are entitled to ask for further evidence, 
particularly “controls”: in effect, in how many 
cases (compared with the 322 operated on for “ acute 
mastoiditis ”) has Mr. Asherson tried treatment on 
strictly conservative lines, and with what results ? 
There can surely be no appreciable risk in postponing 
operation, say for a fortnight, if there are no signs 
of disease at all except a profuse aural discharge. 
I am, Sir, yours faithfully, 


Clifton, Bristol, Jan. 19th, © E. Watson-WILLIAMS. 


GAGS AND TONGUE FORCEPS 
To the Editor of Tuk LANCET 


Srr,—Mr. Stanley Sykes’s excellent paper on p. 87 
of your issue of Jan. 12th should be brought to the 
notice of every prospective anesthetist. My only 
regret is he omitted to abuse indiscriminate swabbing 
of the throat. While in complete agreement with the 
principles he lays down, I would suggest that con- 
sideration be given to the following :— 

1. It is easier to pass an endotracheal tube without a 
gag than with one. 

2. As oxygen is not everywhere available, and Magill’s 
nasal tubes are not always easily passed by (shall we say) 
a slightly agitated anwsthetist, it would be well to teach 
students to insert an Ackland’s gag behind the last molar 
teeth so that, if cyanosis and spasm develop during 
induction by an open-drop method, a small airway can 
at once be inserted and the condition relieved. But the 
gag must really be an Ackland’s gag with efficient handles 
and, if it is deemed necessary to cover the toothplates 
with rubber, thin tube should be used stretching from 
plate to hinge. For the more experienced anesthetist 
with everything at hand Mr. Sykes’s suggestions are 
obviously the best. 

3. It is better if possible to combine a basal anzesthetic 
with straight gas-and-oxygen. This enables the patient 
to be kept pink, and avoids cutting down his oxygen. 


Finally, avoid an all-metal airway like the plague. 
I am, Sir, yours faithfully, 
Clifton, Bristol, Jan. 21st. Stuart V. Stock. 


THE DIABETIC ASSOCIATION 
To the Editor of THe LANCET 


Sir,—We wish to draw the attention of the medical 
profession to the Diabetic Association that has 
recently been formed in this country. The Association 
exists primarily to provide an organisation for the 
benefit and service of diabetics. It hopes to promote 
further study and research and to safeguard the 
general interests of diabetics. It aims at improving 
those social and physical disabilities which handicap 
particularly the poorer diabetic, by increasing 
facilities for treatment and care. Thus it will 
establish convalescent homes, schools, and holiday 
homes for children, boarding-houses, and restaurants 
where diabetics can obtain suitable food, all of which 
are badly needed. Information on these matters will 
be circulated among members by means of the 
Diabetic Journal, the first number of which is now 
published. The subscription, which includes the 
journal, is one guinea per annum for richer, 2s. 6d. 
for poorer members. 

Membership is open to all diabetics and those 
interested in the subject. Most doctors especially 
interested, at hospitals and teaching schools, have 
already joined and given their support. The under- 
signed are acting as their representatives in writing 
this letter. A good start has been made under the 
presidency of Mr. H. G. Wells, but the existence of 
the Association must be unknown to at least 100,000 
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diabetics in this country. We would ask all doctors 
interested to join themselves and/or bring the 
Association to the notice of their diabetic patients, 
inviting them to become members. The idea that 
those who have found renewed health and strength 
from a particular treatment should help to bring 
the same to others less fortunate is one that appeals 
to many. 

Full information can be obtained from the secretary, 
The Diabetic Association, 59, Doughty-street, London, 
W.C.1.—We are, Sir, yours faithfully, 

E. E. CLAxTon, Ortro LEYTON, 
G. GRAHAM, f STELLA CHURCHILL, 
R. D. LAWRENCE, 

Jan. 19th. 


THE PURGATIVE ACTION OF MAGNESIUM 
SALTS 


To the Editor of Tue LANCET 


Sir,—Dr. Hurst reiterates the view that “ saline 
aperients in man act only after absorption into the 
blood stream and not by attracting water into the 
lumen of the bowel.”” May I call attention to my 
paper on “The Purgative Action of Magnesium 
Salts ’’ (Quart. Jour. Med., 1926, xix., 249), in which 
direct determinations of serum magnesium were made 
in relation to this problem and the following facts 
established : (1) the typical purgative effect which 
follows the oral administration of 20 to 30 g. of 
magnesium sulphate in 100 c.cm. of water is unaccom- 
panied by any alteration in the magnesium content 
of serum ; (2) intramuscular injection of 20 c.cm. of 
10 per cent. solution of magnesium sulphate increases 
the serum magnesium by 50 to 100 per cent. in two 
hours, but no purgative effect is observed; (3) a 
purgative dose of magnesium chloride given orally 
causes a rise in serum magnesium. 

In the original paper will be found details of these 
experiments and a full discussion of their significance. 
The observations there recorded have been con- 
firmed by subsequent observers and afford direct 
evidence that the purgative action of magnesium 
salts is exerted independently of the absorption of 
magnesium into the blood. 

I am, Sir, yours faithfully, 


Liverpool, Jan. 22nd. HENRY COHEN. 





ISOLATION Hosp!IraAL IMPROVEMENTS.—The Norfolk 
county council are proposing to erect a_ central 
isolation hospital with 60 beds and an_ operating 
theatre at a cost of something over £40,000. The Bristol] 
health committee are planning to extend their isolation 
hospital at Ham Green, and are proposing to spend about 
the same amount on the scheme. 


HospITaAL FINANCE IN AMERICA.—In the course 
of an address to the Incorporated Association of 
Hospital Officers on Jan. 16th Mr. Sydney Lamb, 
general secretary of the Merseyside Hospitals Council, 
gave an account of his lecture tour in America where, 
at the invitation of the American Hospital Association, 
he explained the English system of financing voluntary 
hospitals. As a result of many interviews with hospital 
authorities in America, Mr. Lamb observed an awakening 
opinion that the only solution to their financial problems 
is a system similar to our own organised contributory 
schemes or, as they prefer to call them in America, group 
hospitalisation plans. _The American Medical Association 
had, however, not yet given its approval to any such 
scheme, as many of its members thought it would be a 
step towards State medicine. If, however, some contri- 
butory scheme could be constructed in a way to safeguard 
adequately the incomes of the medical profession it 
would, Mr. Lamb felt sure, be gratefully welcomed by the 
community. 
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SCOTLAND 


(FROM OUR OWN CORRESPONDENT) 


The Housing Movement.—For the moment, all 
administrative questions in public health are over- 
shadowed here by the great new departure in housing. 
Even the local authorities who have had nearly 
twenty years’ experience of housing do not yet 
realise what a gigantic programme is prepared under 
the new Bills. The few figures offered to indicate 
the scope of the work can really give no idea of 
what is occurring. The old work is being mixed 
up with the new, and there certainly will be some 
awkward discussions before the Bills pass through 
Parliament. Whether the direct method of attack 
on slums and overcrowding will be more successful 
than those already under weigh, time alone can 
show. Had any Royal Commission on Housing pro- 
posed a tenth of the changes involved in the 
new programme, the world would have looked like 
nearing an end. Now the proposals are taken calmly 
enough and it looks as if the power of the community 
is really behind them, but anyone who knows the 
story of Scottish housing will hardly be surprised 
if events take an unexpected turn. The late Dr. 
John Burn Russell, who made life in one room in 
Glasgow notorious, ought to be here to see within 
some twenty years of his death the actual definition 
of a one-room house and the population allowed in it. 

Consumption of Milk in Scotland.—Mr. A. N. 
Skelton, M.P., speaking on milk in schools, announced 
recently that on present figures the daily consumption 
of milk per head of the population in the area of the 
Scottish Milk Marketing Scheme worked out at 
just about a third of a pint. If that third of a pint 
could be increased to a little over half a pint, the 
whole of the amount at present relegated to manu- 
facturing purposes would be used as fresh liquid 
milk. Half a pint per day per head was no extra- 
ordinary or impossible figure ; there were countries 
where the consumption was more than that. He 
did not, therefore, believe that it was hopeless to 
achieve a consumption in Scotland of half a pint 
a day. How completely that would revolutionise 
the present position ! 


ROBERT BRUCE LOW, M.R.C.S. Eng. 


WE regret to announce the death of Dr. Robert 
Bruce Low which occurred on Jan. 6th at Lambeth 
Hospital at the comparatively early age of 53. 

Robert Bruce Low was the son of Dr. Robert 
Bruce Low, formerly medical inspector and second 
assistant medical officer to the Local Government 
Board, who was a well-known authority on epide- 
miology, and for many years rendered distinguished 
service in the cause of public health. The son was 
educated at Dulwich College, and then proceeded to 
University College Hospital for his medical training. 
He took the English double diploma in 1906, obtaining 
later a certificate from the London School of Tropical 
Medicine. Shortly after qualification he left for the 
East, and served as medical officer to the Government 
of Sarawak, and in 1910 entered the Colonial medical 
service, becoming medical officer to the Straits 
Settlement. During the war he served as a major 
in the R.A.M.C., and on demobilisation was appointed 
a medical officer to the Ministry of Health, where 
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Diphtheria in Edinburgh.—Dr. John Guy has 
stated there is no cause for alarm over the outbreaks 
of diphtheria in Edinburgh. There is, he says, no 
question of school closure, despite the fact that the 
majority of cases occur in children. ‘* This might be 
necessary in country districts, but the feeling in 
cities like Edinburgh is that more infection takes 
place in the streets.” The cases of diphtheria 
reported in Edinburgh during the last four months 
number: September, 152; October, 62; November 
53; December, 80. A few years ago, it will be 
remembered, about a thousand children were examined 
and immunised under the programme conducted 
by Dr. W. T. Benson. Why the system of preven- 
tion by immunisation was given up at the time or 
why it is not being seriously considered now, would 
be hard to say. It looks as if the spread of immunisa- 
tion methods is merely a matter of time. 


Mental Treatment.—In his annual report from 
Larbert Mental Hospital Dr. R. B. Campbell notes 
that the public assistance authorities are now 
recognising the benefits to be obtained from early and 
voluntary treatment, and expresses satisfaction that 
in the district it serves an increased number of cases 
were dealt with in this way during the past year. 
Writing of occupational therapy, he agrees that it is 
useful, but points out that it does not take the place 
of the varied, interesting, and health-giving work 
to be found on the farm and gardens for the men 
and the activities in laundry and kitchen for women. 
Dr. Campbell, after long service, retires in May. 
His hospital has an admirable tradition of good 
administration and serves one of the most important 
central districts in Scotland. 


A Hospital Appeal.—tn his further appeal for the 
Edinburgh Royal Infirmary, Sir Thomas Whitson, 
chairman of the managers, is somewhat severe on the 
response of well-off middle-classes and those 
immediately below them. The time is not very 
opportune for developing subscription lists ; but it is 
certain that Edinburgh has not responded relatively 
as well as some other places have done. The sum 
raised on the first appeal now reaches about £300,000, 
when £500,000 was asked for. The estimated cost 
of erecting and equipping the new buildings is 
approximately £400,000. 


ws Anaad 


he served for a time under the late Dr. R. J. Reece. 
In 1923 he joined the medical staff of the Welsh 
Board of Health, and was in the service of that 
department at the time of his death. 

Dr. D. Llewelyn-Williams, medical member of the 
Welsh Board of Health, writes of Dr. Bruce Low : 
“1 found him a most delightful, willing, and loyal 
colleague. He had a kindly manner, was very sociable, 
and was an ideal companion. He was a man of 
wide experience and a good administrator. Like his 
distinguished father he was a good epidemiologist, 
and was generally very successful in investigating 
the origin of outbreaks of disease in various parts 
of Wales. He conducted several inquiries into health 
problems in Wales, and by his tact and courtesy was 
able to influence local authorities to carry out many 
much-needed improvements. In course of time he 
became a favourite with members and officials of 
local authorities, who learnt to appreciate his judg - 
ment and wise recommendations. His premature 
death is a great loss not only to his colleagues on 
this Board but to the public health service generally.” 
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ARTHUR BASSETT JONES, M.B. Lond. 


THE death occurred, on Jan. 6th, in Southsea, of 
Dr. Bassett Jones, who practised for many years in 
Aberystwyth and Llandrindod, and was recognised 
widely for his interest in the treatment of rheumatism 
and allied conditions. 

Arthur Bassett Jones was the son of the late Dr. 
Maurice Jones, a former M.O.H. for Aberystwyth. 
He received his medical training at University College 
Hospital, London, took the English double diploma 
in 1896, and in the same year graduated as M.B. 
Lond. with honours in medicine and materia medica, 
gaining also the silver medal in therapeutics. After 
holding several out-patient appointments at his 
hospital he entered private practice at Aberystwyth, 
was appointed surgeon to the Aberystwyth Infirmary 
and Cardiganshire General Hospital, and became 
also deputy coroner for North Cardiganshire. During 
the war, with the appointment of captain, R.A.M.C., 
he was in charge of the electrical and massage depart- 
ment of the Military Orthopedic Hospital at Whit- 
church, Cardiff, and for several years after the cessa- 
tion of hostilities he was on the staff of the Ministry 
of Pensions as senior medical assessor for the Wales 
region. He went later to practise at Llandrindod, 
and here became well known for his work on the 
causation and treatment of rheumatism and allied 
disorders, being associated in the work with his 
brother, the late Jones Llewellyn, in coéperation with 
whom he wrote on fibrositis and chronic rheumatism 
and on malingering. 

Dr. Bassett Jones’s death was a sequel to an 
operation performed a few months ago, after which 
he retired from practice. He was 65 years of age. 


HENRY McCORMICK MITCHELL, M.B., 
C.M. Aberd. 


Tue death occurred at Birkdale on Jan. 9th of 
Dr. McCormick Mitchell, well known in Liverpool 
and the district as a dermatologist. He had been in 
failing health for a considerable time before his 
death. 

Henry McCormick Mitchell was born at Castlederg, 
Co. Tyrone, in 1870, and educated at the local grammar 
school, the Methodist College, Belfast, and the 
University of Aberdeen. He graduated at Aberdeen 
as M.B., C.M. in 1892, and started in Liverpool at 
once in general practice. He remained in general 
practice until just before the war, when he decided 
to make a specialty of dermatology in which he 
had for some time taken close interest. He was in 
due course appointed dermatologist and honorary 
surgeon to the Liverpool Radium Institute and 


The Post Bag 


IN many directions the insurance medical practi- 
tioner has been prepared for his daily task by the 
training and instruction he received at his medical 
school, but there are other directions in which he 
has probably received no instruction at all. How 
to deal with his correspondence is one of them. 
Some men have a natural aptitude for orderliness, 
and manage to keep their correspondence properly 
filed ; to others it becomes a nightmare. Failure to 
deal with it systematically leads them into all sorts 
of difficulties, often resulting in censure, loss of 
prestige, to say nothing of financial loss. It may be 
worth while to consider here in some detail the 


Liverpool Cancer and Skin Hospital, and during the 
war was visiting surgeon at the Belmont military 
hospital and medical officer in charge of the 4th West 
Lancs Howitzer Brigade. As chief medical adviser 
of the Royal Liver Friendly Society he came into 
relation with a large public, while he was also medical 
officer of the Infectious Diseases Hospital, Wigan. 
Dr. Mitchell made certain practical communications 
to medical journals on points of dermatological treat - 
ment, and in the city of Liverpool and its neighbour- 
hood was widely recognised in his specialty, although 
his views on malignant disease secured no support 
among his colleagues. 


WILLIAM HENRY BREFFIT BROOK, M.D. Lond., 
F.R.C.S. Eng. 


THE death is announced as occurring on Jan. 14th, 
at Lincoln, of Dr. W. H. B. Brook, in the 71st year of 
his age ; he was an invalid during the last year of his 
life. He entered the medical school of St. Bartho- 
lomew’s Hospital in 1883 with a scientific exhibition 
and obtained the English double qualification in 
1887. In the same year he graduated at the University 
of London as M.B., B.S., obtaining the gold medal in 
forensic medicine and honours in several other 
directions. He proceeded almost immediately to 
Lincoln where he passed the rest of his life. He 
was appointed house surgeon to the County Hospital, 
Lincoln, in 1888, obtained the diploma of F.R.C.S.Eng. 
in the following year, proceeded in 1890 to the M.D. 
degree, and shortly afterwards was elected surgeon 
to the hospital. He served the institution devotedly 
and retired last year owing to the condition of his 
health, being appointed consulting surgeon. From 
the start he was a successful practitioner in the city 
and district. He held consulting appointments at 
the Spilsbury and Skegness Cottage Hospitals, the 
Willingham Hospital and Lincoln Maternity Home, 
while he also acted as medical referee in many 
capacities. He was also coroner for the city of Lincoln 
and a justice of the peace. Early in his career he 
made practical communications to the medical 
journals, but considering his accomplishments and 
opportunities he was an unusually rare writer. 
Lincoln has lost in him a valuable citizen. 


THE LATE DR, ANDREW WYLIE.—We regret that 
the information supplied to us with regard to the 
death of Dr. Andrew Wylie, the well known laryngo- 
logist, was inaccurate. His death was not found to 
be due from drowning. He had been suffering from 
heart attacks for some months, and a post-mortem 
examination revealed that he was dead _ before 
esac in the tiny stream near where he was 
ound, 
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various kinds of correspondence with which an 


insurance practitioner will have to deal. It falls 
naturally into three groups: official, practice, and 
private. 

Official correspondence will consist chiefly of com- 
munications from the clerks of insurance committee 
and panel committee, from the tuberculosis officer, 
and from the Ministry of Health. The first-named 
recently made a good effort, noted in this column, to 
oil the wheels of administration, but we are here 
dealing with the usual official communications. The 
commonest of these are : 


(1) Connected with the removal of names from the 
practitioner’s list. 
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(2) The financial statement with reports for the 
quarterly settlement, with which is often enclosed notices 
of alteration in the regulations for the ensuing period 
agreed upon by the Insurance Acts Committee and the 
Ministry of Health. 

(3) Concerned with application to the committee for 
assistants, change’ of assistants, partnerships and general 
practice arrangements. 

(4) With reference to fee charging (not complaints) in 
which a doctor’s observations are asked sometimes in 
connexion with Clause 7/2 (where an official receipt has 
been given for the fee received), but more frequently in 
connexion with Clause 7/3 where charges have been made 
to an insured person who fails to disclose he is so insured. 

(5) In connexion with improper prescribing, either of 
materials which are not officially drugs, or of appliances 
which are not on the schedule. 

And most important of all : 

(6) The letter which asks for a doctor’s reply to, or 
observations on, a complaint lodged against him by some 
insured person or his employer, or by some society or 
other official. 


Of these (1) has often been dealt with in this 
column. With regard to (2) there are some practi- 
tioners, but very few, who do check the actual figures 
of their remuneration. This should be quite possible 
if an accurate count has been made of cards removed 
and of cards added in each quarter—a matter of 
adequate filing of the returns. Letters connected 
with (3) are important, for they often contain condi- 
tions under which some permission is granted, and 
if not kept for easy reference they may cause upset 
in a practice by the withdrawal of consent previously 
given through failure to observe the conditions 
imposed. The reply to letters under heading (4) 
requires an adequate history of the case, including 
notes of the circumstances in which the case was 
first seen—often a matter of memory. In the past 
this has not been difficult, for the claim had to be 
made within one month; extension of the time 
limit for Clause 7/3 to three months will now make 
the doctor’s reply more difficult. Practitioners will 
not receive letters under (5) if they have always 
had under their hand for easy reference those lists 
issued by the insurance committee of materials 
which are never drugs, those which are drugs but 
for which the prescribing should be justified, and 
those which, although drugs, are secret remedies and 
should hardly be prescribed at all; as well as the 
lists of appliances on the schedule which may only 
be prescribed on the official form. 

The reply to all these five types of official letter 
should of course be prompt and concise, but there 
is not much danger to the doctor in dealing with 
them. The reply to (6) is quite a different thing. 
No insurance practitioner should reply to a letter 
of complaint about his professional conduct without 
first consulting some expert about the wording of 
the reply. The rules forbid the defence of an insur- 
ance practitioner before the medical service sub- 
committee by a paid advocate, but they do not 
prevent him from taking the advice of the secretary 
to the panel committee or of the defence society of 
which he is (or should be) a member. A hasty or 
ill-considered reply may seriously prejudice the 
conduct of his defence in any subsequent proceedings. 
Correspondence with the panel committee will deal 
for the most part with advice on new regulations, 
with anesthetic fees, emergency fees, or with pre- 
scribing. Ethical matters may also lead to corre- 
spondence from this committee. The tuberculosis 
officer will be asking for a report on insured persons 
who may be attending the dispensary. The com- 
monest communication from the Ministry will be 
a call for reports on cases referred for the regional 
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medical officer's opinion; these must be sent off 
before a certain date. Other communications may 
contain statements about excessive prescribing or 
excessive certification. 

Incoming correspondence under the heading prac- 
tice presents few difficulties. In addition to circulars 
and advertisements, there will be requests for appoint - 
ments or reports, advice required by letter, com- 
plaints about accounts and sometimes requests for 
a visit, although these are more frequently delivered 
by hand and not sent by post. A postal request for 
a visit may give rise to trouble if the practitioner 
to whom the letter is addressed is away on arrival, 
for there will be nothing to distinguish the request 
from a private letter which a partner or assistant 
may not want to open. Most practitioners when 
away leave instruction that the remaining partner 
should open all letters, certainly all those addressed 
to the place of practice if this is different from the 
private address. But although no one likes to open 
a colleague’s private letters, it cannot be too strongly 
urged that someone must be responsible for his 
correspondence being properly attended to when an 
insurance practitioner is absent from duty. It may 
be convenient to file correspondence about insured 
persons inside the F.M.R. envelope, into which will 
then go R.M.O. and consultant reports. A special 
place should be set aside for correspondence that 
requires answering and has not yet been answered. 
The position should be a prominent one; out of 
sight is often out of mind. It is wise to keep a 
copy of replies to all official correspondence, so that 
if an inquiry is subsequently called for on any parti- 
cular matter all the letters to and fro on that subject 
are then to be found together. In a busy practice 
such detail takes time. Those who are too busy to 
do it themselves will be well repaid by employing 
a part-time if not whole-time secretary to keep 
letters and replies, along with other papers and 
documents in their proper place, so that there may 
be easy reference if and when required. 


MANOR HovusE HOospIraL, HAMPSTEAD.—It is 
intended to build an entirely new hospital, at an 
estimated cost of £350,000, to contain more than 300 beds. 
The late Madame Pavlova’s residence, Ivy House, which 
is directly opposite, is to be opened as a women’s hospital. 


SOCIETY FOR PROVISION OF BIRTH CONTROL CLINICS. 
The annual report of this society for the year ending 
August, 1934, points to an ever-growing demand for birth 
control knowledge, and states that several new voluntary 
centres have been opened during the year, while others 
are on the point of opening, so that the need for funds is 
badly felt. An increasing number of patients is sent to 
the Walworth Women’s Welfare Centre from hospitals 
and sanatoria and from private practitioners, when 
medical examination often reveals conditions which would 
have resulted in serious disease had the condition remained 
untreated. The good work being done is evidenced on 
the figures given in respect of attendance at the various 
clinics, and the appeal for support is thoroughly justified. 
Communications should be made to the secretary and 
superintendent, Mrs. Evelyn Fuller, at 153a, East-street, 
Walworth-road, 8.E. 

A lecture on the theory and practice of contraception 
will be given to medical practitioners and students by 
Dr. Gladys Cox on Friday next, Feb. 8th, at the Walworth 
Women’s Welfare Centre, at 6 p.m. At the centre demon- 
strations will be given at 6 P.M. and at 7 P.M. on Friday, 
Feb. 15th, and at the same hours on Friday, Feb. 22nd. 
The fee for the lectures and demonstrations at the centre 
is 5s.; they are open to medical practitioners and students 
who have completed their gynecological course, and those 
wishing to be present are asked to signify at which of the 
alternative hours they wish to attend. 
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A Physical Treatment Clinic 

The following members of the medical profession, 
under the chairmanship of Lord Moynihan, have been 
appointed members of the medical advisory board of the 
Alfred Ejichholz Clinic, at 204, Great Portland-street, 
London : 

Sir Maurice Cassidy, Sir Humphry Rolleston, Sir Russell 
Wilkinson, Sir William Willcox, Dr. F. M. Allchin, Mr. A. 8. 
Blundell Bankart, Mr. L. E. Barrington-Ward, Dr. J. B. Blaikie, 
Dr. Anna Broman, Mr. St. J. D. Buxton, Mr. L. Colledge, 
Dr. E. P. Cumberbatch, Mr. H. A. T. Fairbank, Mr. R. C. 
Elmslie, Dr. A. Feiling, Dr. Wilfred Harris, Dr. J. P. Hedley, 
Mr. G. Seccombe Hett, Dr. Gordon Holmes, Dr. F. D. Howitt, 
Dr. A. F. Hurst, Dr. Muriel Landau, Dr. F. KE. Larkins, Dr. 
W. J. O’Donovan, Mr. Herbert Paterson, Dr. Eric Pritchard, 
Dr. George Riddoch, Dr. John Sainsbury, Dr. T. Grainger 
Stewart, Mr. P. Jenner Verrall, Dr. Dorothy Wood, and Dr. 
Cc. C. Worster-Drought. 


The clinic, which is administered by the Institute, 
was officially opened last year and is equipped for various 
forms of physical treatment, including electrotherapy, 
massage, and baths. It is intended for patients able to 


pay ordinary fees, and treatment is given, under medical 
supervision, by blind chartered masseurs and masseuses. 


Royal Microscopical Society 

Prof. W. A. F. Balfour-Browne has been elected president 
of this society. The vice-presidents for the coming year 
include Prof. D. M. Blair, M.B., and the council, Dr. A. 8. 
Burgess and Dr. G. M. Findlay. Prof. R. T. Hewlett, 
M.D., is one of the hon. secretaries and Dr. Findlay the 
hon. editor. The society’s office is now at B.M.A. House, 
Tavistock-square, London, W.C.1. 


International League against Rheumatism 

The Ligue Internationale contre le Rhumatisme will 
hold its fifth international congress at Lund, Sweden, in 
September, 1936. Dr. S. Ingvar, professor of internal 
medicine in the University of Lund, has been elected 
chairman, and Prof. G. Kahlmeter, of Stockholm, secretary. 
Further information may be had from the secretary of 
the league, Dr. J. van Breemen, Keizersgracht 489, 
Amsterdam. 


London Society for Teaching and Training the Blind 

This society’s school at Swiss Cottage, London, N.W., 
which is one of the largest and oldest institutions for the 
blind in the United Kingdom, is obliged to move. The 
lease of the present premises will end shortly and an effort 
has to be made to raise £50,000 for a new home. Founded 
in 1838, the school is responsible for the boarding and 
education of the blind from the age of 5 until they are 
20, the object being to fit them for later industrial or 
professional life. Technical training is given, and many 
are employed in the workshops attached to the school ; 
home workers are provided with material and advice and 
their wages are supplemented. For those too old to work 
any longer pensions are provided. 

The Earl of Athlone is to preside at a festival dinner in 
aid of the school which will be held at the Mansion House 
on April 16th. 


Medical Society of Individual Psychology 

The annual dinner of this society was held at the 
Florence Restaurant, London, on Jan. 10th, when Dr. 
J. C. Young presided, and the guests of honour were 
Prof. Millais Culpin and Dr. H. Godwin Baynes. Replying 
to the toast of the guests, proposed by Dr. George Gordon, 
Dr. Culpin congratulated the society in its efforts to 
encourage the psychological approach to medical practice, 
and spoke of the suffering sometimes caused by the 
practitioner’s failure to appreciate the psychic factor in 
disease. If a medical man asked him how he should 
learn to deal with this factor he would have no hesitation 
in advising him to join the society. Dr. Baynes said that 
the more people ask, ‘‘ Why is this person ill?” the 
more we are in the realm of research. Different stand- 
points were not really so very important so long as the 
study proceeded ; hence he fully appreciated the value 
of the eclectic attitude of the society. Dr. Mary Ferguson 
proposed the health of the chairman. 


MEDICAL NEWS 


[JAN. 26, 1935 


Prize in Ophthalmology 

It is announced that the essay subject chosen for the 
next award of the Gifford Edmonds prize will be the 
significance of heredity in ophthalmology. The essays 
must be submitted to the Royal London Ophthalmic 
Hospital not later than Dec. 31st, 1935. Details will be 
found in our advertisement columns. 


Fellowship at the Hospital for Sick Children 

Our advertisement columns contain particulars of the 
Sebag-Montefiore research fellowship, tenable at the 
Hospital for Sick Children, to which an election will 
shortly be made. Application should be directed to the 
secretary of the hospital, Great Ormond-street, W.C. 1, 
not later than Feb. 18th. 


Gift to Paisley Infirmary 


A sum of £22,500 has been given to Paisley Infirmary 
by Sir Thomas Glen-Coats, Mrs. E. H. T. Parsons, and 
Mrs. Harold Glen-Coats. 


Library Becomes a Hospital 


The present library and museum buildings at Worksop 
are being purchased by the Worksop Victoria Hospital 
and will be used for extensions. 


St. Mary’s Hospital, London 


Last year this hospital received from an anonymous 
donor a sum of £95,000 to be used for building a new 
nurses’ home and a pay-bed block for patients of moderate 
means. It is anticipated that work on both the nurses’ 
home and the pay-bed block will be started at a very 
early date. 


University of Edinburgh 

In 1930 the widow of Lieut.-Colonel Lewis Cameron 
of the Indian Medical Service, left all her estate to the 
University to establish a fund to be known as the Lewis 
Cameron fund which would provide a yearly prize for 
the best paper on bacteriology or on the diagnosis of 
disease submitted by a student of the University. But 
as the estate amounted to over £100,000 it was felt that 
the sum was out of proportion to the purpose of the 
bequest. The Court of Session in Edinburgh has now 
approved of a scheme which provides that £3000 is to be 
used to give two yearly prizes of £50 each, one open to 
undergraduates and the other to post-graduates, for 
papers on subjects relating to bacteriology or the diag- 
nosis of disease. Another £15,000 is to be used to estab- 
lish and endow a teaching fellowship in bacteriology, and 
£15,000 to endow one of the existing lectureships in the 
department of bacteriology. The sum of £10,000 is to 
go to form a fund for research in bacteriology, and another 
fund of £10,000 is to supply the medical library at the 
University with books and periodicals relating to bacterio- 
logy and the diagnosis of disease. The remaining £50,000 
and the income accruing from it is to be set aside to form 
the nucleus of an extension fund for providing additional 
accommodation and equipment in the University for the 
teaching of the various sciences bearing on the diagnosis 
of disease and for research in these sciences. The total 
cost of the extensions is estimated at £300,000, but it 
is proposed to make a start on the most urgent require- 
ments when the sum of £90,000 has been secured. The 
name of Lewis Cameron will be associated with all these 
foundations and funds. 





INDEX TO “ THE LANCET,” Vor, II., 1934 


THE Index and Title-page to Vol. II., 1934, which 
was completed with the issue of Dec. 29th, is now in 
preparation. A copy will be sent gratis to sub- 
scribers on receipt of a post-card addressed to the 
Manager of THE LANCET, 7, Adam-street, Adelphi, 
W.C.2. Subscribers who have not already indicated 
their desire to receive Indexes regularly as published 
should do so now. 
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Medical Diary 


SOCIETIES 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
MONDAY, Jan. 28th. 

Odontology. 8& P.M. Mr, E, A. Hardy: 1, Birth Injury 
causing Trismus and Facial Deformity. 2-3. Denta: 
Cysts. 4. Case showing }-inch Advancement of Whole 
Maxilla. Mr. Harold Round: 5—6. Artificial Restora- 
tion of Nose after Loss by (a) Lupus, (b) Rodent Ulcer. 
Mr. C. Bowdler Henry: 7. Mandible of a Horse, 
showing Actinomycosis and Concomitant Enlargement. 
Mr. George Hankey: 8. Osteitis Fibrosa of Maxilla 
apd Cranium. 9. Dentigerous Cyst. Mr. Ralph 
tsroderick : 10-11. Plaster Models of Hare Lip and 
Cleft Palate. 12. Preparation of Life Mask. Mr. 
Robert Bradlaw: 13-16. Pathological Changes in 
the Jaws of Animals. 

FRIDAY, Feb. Ist. 

Otology. 10.30 A.M. (Cases at 9.30 
Franklin: The Deaf Problem in 
Mr. H. V. Forster, Mr. C. 
Wright, Mr. W. 
Kiseh : The 
Operation. 

Laryngology. 4.30 P.M. (Cases at 4 
Smith: Treatment of Chronic 
Accessory Sinuses. Other speakers: Mr. T. B. Layton, 
Mr. H. G. Bedford Russell, Mr. C, Gill-Carey, Mr. G. H. 
Howells, Mr. Walter Howarth, Dr. P. Watson-Williams, 
and others. 

Anesthetics, 8.30 P.M. Dr. Gerald Slot : Deaths under 
Anesthesia and their Intimate Pathology. 


WEST LONDON MEDICO-CHIRURGICAL SOCIETY. 
Fripay, Feb. Ist.—8.30 p.m. (be Vere Hotel, Kensington), 
Mr. V. B. Green-Armytage and Mr. Arnold Walker : 
State Maternity Service. 
MEDICAL SOCIETY OF LONDON, 11, Chandos-street, W. 
MonpDay, Jan, 28th.—8.30 P.M., Mr. A. 8. Blundell-Bankart : 
Treatment of Minor Maladies of the Foot. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &e. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s 
Inn-fields, W.C. (Hunterian lectures.) 

Monpbay, Jan. 28th.—5 P.M., Mr. B. W. Rycroft: 
Investigation in the A&tiology 
Glaucoma, 

WEDNESDAY.—5 P.M., Mr. G. C. Knight: On the Inner- 
vation of the (Esophagus in Relation to the Surgical 
Treatment of Achalasia of the Cardia. 

Fripay, Feb. Ist.—Mr.C. Bowdler Henry : On the Etiology 
and Treatment of Misplaced Third Molars. 


FELLOWSHIP OF MEDICINE AND mes aes ATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, . 
Monbay, Jan, 28th, to SATURDAY, Feb, 2nd.— or. 
HosPITAL, Henrietta-street, W.C. | _All- -day 
urology.—-NATIONAL TEMPERANCE HospiraL, Hamp- 
stead-road, N.W. Tues., 8 P.M., Mr. Hamilton Bailey : 
Testicle, Prostate, and Urethra. Thurs., 8 P.M., Mr. 
Cecil Flemming: Skull and Brain.—StT. JoOHN’s 
HospIrTaL, Leicester-square, W.C. Afternoon course in 
dermatology. (Open to all.)}—MEDICAL SOCIETY OF 
Lonvon, 11, Chandos-street, W. Tues., Wed., Thurs., 
and Frid., 5.15 P.M., course in manipulative surgery .— 
SOUTHEND GENERAL HOSPITAL, Southend-on-Sea. 
Sat. and Sun., course in medicine and surgery.— 
WELLCOME MUSEUM OF MEDICAL SCIENCE, Euston- 
road, N.W. 3 P.M., Dr. Dorothy Russell: Examples 

of Bright’s Disease.—MEDICAL SoctETY OF LONDON, 

11, Chandos-street, W. Frid., 4.15 p.m., Dr. A. E, 
Clark-Kennedy : Constipation.—-WES8TERN ELECTRIC 
COMPANY'S THEATRE, Bush House, Aldwych, W.C. 
Thurs., 8.30 p.m., Dr. H. H. Kessler: Talkie Films on 

* Rehabilitation “Methods of Treatment and Training 

of the Physically Handicapped.” (Admission by 
ticket only.)—Courses, clinics, &c., are open only to 
members and associates of the Fe llowship. 


—— ITAL FOR SICK CHILDREN, 
Noon, Dr. W. W. 


A.M.) Mr. Philip 
Early Childhood. 
Gill-Carey, Mr. A. J. M. 
S. Thacker-Neville, and Mr. H. A. 
After-treatment of the Radical Mastoid 


P.M.). Dr. Ferris 
Infection of the Nasal 


On Recent 
and Treatment of 


PETER’S 
course in 


Great Ormond-street, 


fr Jan. 28th.- 
Liver Function. 

WEDNESDAY.—2 P.M., Dr. E, A. 
Disease in Childhood. 

THURSDAY, Jan. 3lst.—Noon, Dr. D. Nabarro: 
Syphilis. 2. The Bones and Joints. 

Fripay, Feb. Ist.—-Noon, Dr. A. Moncrieff : 
of the Newborn. 

There will be out-patient clinics every day at 10 A.M. 
and ward visits (except on Wednesday) at 2 P.M. 

NATIONAL HOSPITAL, Queen-square, W.C. 

MONDAY, Jan. 28th.—2 P.M., Dr. Riddoch : 

Clinic. 3.30 P.m., Dr. Kinnier Wilson 


Diseases. 
TUESDAY.—2 P.M., Dr. Walshe: 
3.30 P.mM., Dr. Critchley : 
WEDNESDAY.—2 P.M., Dr. 
3.30 P.M., Dr. Collier: 
2P.M., 


Payne: Tests of 


Cockayne : Hereditary 


Congenital 


Some Disorders 


Out-patient 
: Congenital 


Out-patient 

Myopathies. 

Martin : Out-patient 

Clinical Demonstration. 

THURSDAY.— Dr. Kinnier Wilson : Out-patient Clinic. 
3.30 P.M., Dr. Critchley : Familial Diseases of the 


Nervous System. 
Fripay, Feb. Ist.—2 P.m., Dr. Adie: Out-patient Clinic. 
Progressive Familial Neuritis. 


Clinic. 


Clinic. 


3.30 P.M., Dr. Collier: 


MEDICAL DIARY,—APPOINTMENTS 
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WEST LONDON HOSPITAL POST-GRADUATE 
Hammersmith, 
Monpbay, Jan. 28th.—10 a.m., medical wards, 
2 P.M., gynecological and surgical 
gynecological clinics. 4.15 P.M., 
Puerperal Pyrexia. 
TUESDAY.—10 A.M., medical wards. 
2 P.M., throat clinic. 
WEDNESDAY,—10 A.M., children’s ward and clinic. 2 P.M., 
medical wards, eye clinic. 4.15 P.M., Dr. Archer: 
Biochemical Demonstration. 
THURSDAY.—10 a.M., neurological and gynecological clinics. 
11 A.M., fracture clinic, 2 P.M., eye and genito-urinary 
clinics. 
FrRipaAy, Feb. Ist. 
treatment. 
Smith : 
SATURDAY. 
clinics. 
The lectures at 4.15 P.M, are open to all medical practitioners 
without fee. 
CENTRAL LONDON THROAT, 
HOSPITAL, Gray’s Inn-road, W.C 
Frimpay, Feb. Ist.—4 P.M., Mr. W. A, 
Swallowing. 
LONDON SCHOOL 
square, W.C. 
TUESDAY, Jan. 29th.—5 P.M., Dr. 8. E. 
Prurigo, and Lichenification. 
THURSDAY.—5 P.M., Dr. W. K, Sibley : Electro-therapeutics. 
HAMPSTEAD GENERAL AND NORTH-WEST LONDON 
HOSPITAL, N.W 
WEDNESDAY, Jan. 
Latent Sepsis. 
KING'S COL user 
Denmark-hill, Le 


COLLEGE, 


skin clinic. 
wards, eye and 
Mr. Green-Armytage : 


11 A.M., surgical wards. 


10 a.M., skin clinic. 
2 p.M., throat clinic. 
Empyema. 

10 a.M., medical wards, children’s and surgical 


Noon, 
4.15 P.M., 


lecture on 
Mr. Simpson - 


NOSE AND EAR 


Mill: Difficulty in 


OF DERMATOLOGY, 49, Leicester- 


Dore : Pruritis, 


30th.—4 P.M. , ", H. Ogilvie : 


HOSPITAL 


THURSDAY, b meg 31lst.—9 P.M., 
Disease s of the Hair. 

ROYAL SOCIETY OF ARTS, 

MonbDay, Jan. 28th. 

and Climate. 


MEDICAL 
Dr. M. 


SCHOOL, 
Sydney Thomson : 


John-street, W.C. 
8 P.M., Miss Harriette Chick : 
(First of two Cantor lectures.) 
BRITISH RED CROSS SOCIETY’S' CLINIC 
RHEUMATISM, Peto-place, N.W. 
THURSDAY, Jan, 31st.—8.30 p.m., Mr. S. L. Higgs: Some 
Treatment of Chronic 


Diet 


FOR 


Orthopedic Aspects of the 
Arthritis. 
LEEDS PUBLIC DISPENSARY AND HOSPITAL. 
WEDNESDAY, Jan. 30th.—4 P.M., Dr. 8S. J. Hartfall: 
Diagnosis and Treatment of Anwmia. 
GENERAL INFIRMARY, Leeds. 
TUESDAY, Jan. 29th.—3.30 P.M., 
tion of Neurological Cases. 
NEWCASTLE GENERAL HOSPITAL. 
SUNDAY, Jan. 27th.—10.30 a.m., Mr. John Clay 
Cases of Clinical Interest. 
GLASGOW POST-GRADUATE MEDICAL 
TurEspDAY, Jan. 29th.—3.30 P.M. 
St. Vincent-street), Mr. Alex. 
of Poliomyelitis. 
WEDNESDAY.—4.15 
Inglis Pollock : 


The 


Dr. Burrow : Demonstra- 


: Surgical 


ASSOCIATION, 
(Faculty Hall, 242, 
MacLennan : Prognosis 
P.M. (Eye Me. W. B. 


Infirmary), 
Eye Cases. 


\ppointm ents 


ALcocK, WILLIAM, M.B. Sheff., 
appointed Deputy Medical Officer of Health 
upon-Trent. 

CRITCHLEY, MACDONALD, M.D. Brist., F.R.C.P. 
( ‘onsulting Neurologist to Charte rhouse 

E.uioTr, J. M.B, Edin., F.R.C.S. Eng., 
Officer at Ancoats Hospital, Manchester. 

FrRANcis, A. E., M.B. Lond., Resident Medical Officer of the 
Tadworth Court Branch ‘of the Hospital for Sick Children, 
Great Ormond-: treet. 

HAIR, ALASTAIR, M.B. Glasg., Medical Officer of Health for the 
Llandrindod We ‘Hs Urban District Council. 
HINDMARSH, T. M.S. Durh., F.R.C.S. Eng., 
ee to the Royal V ictoria Infirmary, 

Ty 

JONES, r. W., M.D. Liverp., M.R.C.P. Lond., 
Physician to the Stanley Hospital, = ‘eg > 

LAWwsoN, D. F., B. Chir. Camb., D.M.R.E., Honorary 
logist to the Royal Infirmary, Le cane 

McKeaa, P. W., M.D. Dub., M.R.C.P. Edin., Honorary Physi- 
cian to the Royal United Hospital, Bath. 

British Postgradvate Medical School.—The appoint - 
ments are announced :— 

THEOBALD, #: W., M.D. Camb., M.R.C.P. Lond., F.R.C.S. 
Edin., .0.G., Obstetrician and Gynwcologist ; 

mm.“ t, “a. GRAEME, M.D. Melb., M.R.C.P. Lond., 
First Assistant in the ‘Department of Medicine (Neuro- 


logical) ; 
CARD, W. M.D., M.R.C.P. Lond., 
BIRRELL, WN. V. M.B. Glasg., D.P.H., House Physician ; 
FRASER, T. R. ¢ *M. B., House Physician ; 
ROBERTSON, M. A., M.B. Camb., Gynecological and 
Surgeon ; 


Greic, M. T., M.B., House Surgeon ; 
E.Luison, J. E., M.B. Dub., House 
Certifying Surgeons under the Factory 
Dr. A. WEIR (Eye, Suffolk); Dr. R. 
Renfrewshire); and Dr. 8, J. A. 
Westmorland). 


B.Hy., D.P.H., has been 


of Burton- 
Lond., Hon. 


Rheumatism Clinic. 
Resident Surgical 


Honorary 
Newcastle-upon- 
Hon, Assistant 


Radio- 


following 


House Physician ; 
I 


House 


and 

Surgeon. 

and Workshop Acts: 
C, CORBETT (Barrhead, 
BEALE (Kirkby Stephen, 
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A LEECHBOOK OF THE FIFTEENTH CENTURY! 


THE text of a manuscript of medical recipes in 
possession of the Medical Society of London, with 
a transcript into modern spelling, has been published 
for the Royal Society of Literature of the United 
Kingdom under the Dr. Richards’ Trust. The leech- 
book was. found by Mr. Warren Dawson when pre- 
paring his descriptive catalogue of the manuscripts 
in the library of the Medical Society of London in 
1932. Nothing is known of its history, but from 
its general appearance Mr, Dawson assigned it to the 
latter half of the fifteenth century. There is mention 
at one place of John Duke of Beaufort, the father 
of the bountiful Lady Margaret, the mother of 
Henry VII., and from that entry Mr. Dawson is 
able to date the manuscript more precisely to the 
year 1443-44. In a valuable introduction he com- 
ments on the sources from which some of these 
ancient remedies came. He traces them through the 
Latin and Greek writers back to the Egyptians. 
Certain references in the manuscript to unlucky 
days seem also to have been derived from the 
Egyptians. \ 

The original text, and Mr. Dawson’s transcript, 
are printed on opposite pages. We quote some of 
the prescriptions :— 

136. For biting of a spider. Take flies and rub well 
the place. 

256. For deliverance of a dead child. Take leek 
blades and scale them, and bind to the womb about the 
navel; and it shall cast out the dead child; and when 
she is delivered, take away the blades or she shall cast 
out all that is in her. 

264. For deafness. Take urine of a young child and 
put it to the ear when it is new. Probatum est. p 

358. For fleas and lice to slay them. Take horsemint 
and strew it in thy house, and it will slay them. 

379. For all manner of gout. Take a piece of leather 
or of linen cloth and heat it well at the fire, and lay 
thereon the powder of aloes, and lay on the gout ; and if 
ever he shall be whole, this medicine shall heal him. 

524. To know the life of a wounded man, whether 
he shall live or die. Take the red pimpernel and stamp 
it in a mortar, and temper it with water or wine; and 
give it to the wounded man to drink, and if it come out 
at the wound he shall die; if it come not out of the 
wound he shall live. Probatum est. 

526. To know if a worm be in a wound or in another 
sore, wheresoever it be. Take new cheese that there is 
no salt in, and anoint the cheese with honey; and bind 
it to the sore all night, and on the morrow if thou 
seeest the cheese broken up, there is a worm in the sore. 
Probatum est. 


The following early use of a sedimentation test for 
diagnosis may startle pathologists :— 

534. To know a leper. Cast salt in his blood and it 
will fall to the ground. (The editor here explains in a 
footnote that the salt will fall to the foot of a vessel ; 
the blood having been collected by cupping.) 

852. To put a man to sleep, that he may be treated or 
cut (operated upon). Take the gall of a swine three 
spoonfuls, and take the juice of hemlock-root three 
spoonfuls, of vinegar three spoonfuls, and mingle all 
together ; and then put them in a vessel of glass to hold 
to the sick man that thou wilt treat or cut; and take 
thereof a spoonful and put (it) to a gallon of wine or ale. 
And if thou wilt make it strong, put two spoonfuls thereof, 
and give him to drink, and he shall sleep soon. (Then 
mayest thou) treat or cut him as thou wilt. 


This suggests that after all anesthetics are 
not a modern invention. Mr. Warren Dawson 
believes that the leechbook belonged to one of the 
household of the father of Lady Margaret Beaufort. 


1 A Leechbook, or collection of medical recipes of the fifteenth 
century. By Warren R. Dawson, F.R.S.E., F.R.S.L., F.8.A.Scot. 
London: Macmillan and Co. 1934. Pp. 344. 20s. 


It would be interesting to know if the colleges she 
endowed at Cambridge, Christ’s or St. John’s, ever 
possessed this manuscript. 


SPEECH WITH CLEFT PALATE 


IN cleft palate the important defect is, not so much 
the loss of structure as the interference with function ; 
no surgeon can hope to restore the anatomical 
deficiencies, especially of the musculature of the 
soft palate, so perfectly that normal speech will 
automatically result. It follows that no one who 
has had a cleft palate can speak properly without 
adequate training; on the other hand, it is always 
possible to improve the speech to some degree, 
provided that the patient has sufficient intelligence. 
A readable account in simple untechnical language 
of a series of vocal exercises designed to this end 
has recently appeared.! A child below the age of 
five cannot, in Miss Van Thal’s opinion, usefully 
take lessons, but it is a good plan for the nurse or 
mother to learn how to prevent him from falling into 
serious errors, Between the ages of five and ten 
actual lessons may be begun, but the pupil does not 
yet see the need for the steady practice which is 
essential; the most marked improvement is attain- 
able between the ages of 12 and 18, but cases have 
been treated successfully up to the age of 36. Pro- 
longed instruction is essential if the best results 
are to be obtained, the time required varying with 
the extent of the deformity and the powers of 
concentration of the pupil. The most effectual plan 
includes preliminary home treatment between the 
ages of two and four, elementary speech lessons for 
about a year between six and nine, revision work for 
six months between 10 and 12, and a final thorough 
series of lessons spread over one or two years between 
12 and 18 years of age, the lessons being given once 
or twice a week with regular daily practice at home. 
Miss Van Thal’s description of the exercises she 
advises is clear and detailed; and her book should 
be a useful guide to teachers, parents, and older 
patients, 


BODY BUILD AND HEART DISEASE 


On a basis of measurements in the department 
of biology of the school of hygiene and public health 
of Johns Hopkins University, studies are being 
made of the relationship between constitution and 
disease. In the second paper of the series (Human 
Biol., December, 1934, p. 650) Raymond Pearl 
and Antonio Ciocco compare a group of 87 patients 
with cardiac disease with 50 patients who gave no 
clinical evidence of cardiac disease, all the individuals 
being between the ages of 40 and 69. The general 
conclusion to be drawn from a large number of 
measurements is that the patients with heart disease 
had, on the average, greater body-weight—attribut- 
able chiefly to greater body girths and breadths, 

articularly of the trunk and chest. On the other 
i the distributions of somatological types are 
substantially the same in the two groups, and the 
cardiac individuals, whether asthenic, intermediate, 
or pyknic, tend to be heavier and of greater girth 
than the non-cardiac ones of the same type. It 
therefore seems that the excess of weight and girth 
of the heart cases is not due to innate constitutional 
differences, but rather, the authors suggest, to 
accumulation of body fat from relative over-eating 
and lack of physical exercise. They are careful 
to point out that this suggestion does not commit 
them to a belief that over-fatness is a primary, or 
even a significant, factor in the etiology of the heart 
disease of middle or later life; their data merely 
indicate an association, and its meaning must await 
further investigation. 


* Cleft Palate Speech. By Joan H. Van Thal, speech therapist 
at the Royal Dental Hospital of London, &c. London: George 
Allen and Unwin. 1934, Pp. 96. 3s. 
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CASE-MORTALITY OF DIPHTHERIA IN 
EUROPEAN COUNTRIES 


In reply to a question put to him recently in the 
House of Commons the Minister of Health gave the 
following Table as the latest information available 
in this country about the case-mortality of diphtheria 
abroad. 





25- . . 
S== a 
Se.| § s £ SE¢ 
‘ : Source of ae% $ = 4 == 
Country. information. ES.) pb» S = 3 a 3 
5£k = = ace 
245. . x 
France . Statistique du Yes. 1931 2,309 20,899t 110 
Movement de la 
Population. | 
Germany Statistisches No. | 1931 | 4,126 | 57,822T% 71 
Jahrbuch 
(Diphtheria 
and Croup). 
Poland . Concise Yes. 1933 877 17,324% 51 
Statistical 17,187T 
Year Book. 
Austria . Statistisches No. 1932 989 21,6074 46 
Handbuch. 21,671 
Belgium Annuaire Yes. 1931 455 2,016T | 226 
Statistique. 
Denmark Dodsaarsagerne No. 1930 1470 5, 416F$ = 27 
(Diphtheria 
and Croup). 
Spain . Resumen de Yes. 1933 1,181 8,366 | 141 
natalidad y 
mortalidad. 
Italy . Statistica delle No. 1930 3,496 39,050Tt 116 
Cause di Morte 
(Diphtheria 
and Croup). 
Norway . Sundhetstil- No. 1931 51 1,367T3 37 
standen og 
Medisinalfor- 
S holdene. 
Nether- Jaarcijfers. Yes. 1933 192 4,251¢ 45 
lands 4,246T 
Sweden . Dodsorsaker. No. 1931 93 | 2,576T 36 
Switzer- Bevélkerungs- No. 1932 92 2,265 41 
land bewegung. 


* Derived from source given in second column. 
+ Derived from epidemiological report. League of Nations. 
+ Derived from official publication of country concerned. 


TANNIC ACID FOR IMPETIGO 


As an application for burns tannic acid solution 
has the advantage that it is cheap, easily stored in 
the solid form, and not absorbed by the skin however 
abraded or ulcerated it may be. These advantages 
also apply to its use for other purposes and Dr. 
P. S. Tennant (Canad. Med. Assoc. Jour., 1934, 
xxxi., 414) writes of its employment in cases of 
impetigo and weeping dermatitis as a local applica- 
tion. He advises a primary application of a 10 per 
cent. solution to the ruptured vesicles, and to check 
the rapid spread of that sometimes fatal disease— 
impetigo of the newborn. The surrounding area is 
swabbed for three days more with a 24 per cent. 
solution by way of prophylaxis. For weeping eczema 
he has used the drug in the same strengths as a 
local application for the past six years. A 24-10 per 
cent. solution is swabbed on the moist areas twice 
daily until they are dry, and then a weak tar cream 
is substituted. The weaker solutions are swabbed on 
more frequently than the strong, and it is not con- 
sidered advisable to proceed to the “ tanning stage,”’ 
which is aimed at in the treatment of burns, 


KIENBOCK’S DISEASE 


OF recent years the terms epiphysitis and osteo- 
chondritis juvenilis have been used to cover a group 
of affections described by many observers in various 
lands. The names of Legg, Calvé, and Perthes are 
attached to such an affection of the hip-joint, Osgood 
and Schlatter to a localisation at the upper end of 
the tibia, Sever when the os calcis, and Kéhler when 
the tarsal scaphoid is involved. Probably of the same 
nature is the condition first described by Kienbéck 
under the name of post-traumatic malacia of the semi- 
lunar bone, which can be divided, according to L. 





Pokorny, into two varieties (Med. Klin., 1934, 1464). 
The distinction is a radiological one. In the first type 
the form of the bone is chiefly affected, and structural 
changes are relatively inconspicuous; in the second 
the structural changes (condensation or rarefaction) 
predominate and there is less anatomical disturbance. 
The alteration in shape revealed by radiography 
always consists in flattening of the bone from above 
downwards, In Type 1, the resulting narrowing of 
the bone in its proximo-distal diameter progresses 
to actual division into two fragments. These may 
become dislocated as the result of trauma. In both 
types of the disease secondary osteo-arthritis gradually 
develops, and the patient is sooner or later disabled 
by pain and stiffness of the hand, Treatment may 
be operative or conservative. Pokorny recommends 
that operation be carried out in all cases of Type 1, 
without delay, since conservative treatment is very 
unlikely to be successful. In cases of Type 2, dis- 
couraged by the poor results of the usual conservative 
measures, he has tried radiotherapy, and in eight 
cases has had a fair amount of success (three patients 
cured of their pain, three improved). The radiological 
appearances remained unaltered, and the improve- 
ment is to be attributed to the influence of the X rays 
upon the secondary osteo-arthritis. 


SEASONAL OCCURRENCE OF INFECTIOUS 
DISEASES 


THE January issue of Norsk Magazin for Laege- 
videnskapen, the organ of the Norwegian Medical 
Society, contains an interesting contribution by 
Dr. Carl Schi¢tz to a discussion on acute rheumatism 
based on the official Norwegian statistics from 1911 
to 1930, and showing the distribution of various 
acute infectious diseases in Norway at different 
seasons. Acute rheumatism is ranked with scarlet 
fever, diphtheria, acute laryngitis and bronchitis, 
and pneumonia, which present comparatively small 
but definite oscillations in their incidence during 
the course of the year, reaching their peak in the 
coldest and darkest months, and their lowest point 
in July, August, and September. The seasonal 
distribution of these diseases is in contrast with 
that of poliomyelitis, dysentery, acute gastro-enteritis, 
and enteric fever, the incidence of which is concen- 
trated in the late summer and early spring. Cerebro- 
spinal fever, as is shown not only by the Norwegian 
statistics but also by figures for Denmark for the 
period 1910-1927 compiled by Madsen, occupies an 
isolated position, as it reaches its peak in March, 
April, and May. Although no other acute infectious 
disease presents a similar seasonal distribution, a 
parallel is to be found in keratomalacia which, as 
shown by investigations carried out in Denmark for 
the period 1909-1920 by Blegvad, also reaches its 
peak in the spring. Schi¢tz suggests that though 
there is much obscurity in the epidemiology of cerebro- 
spinal fever nutritional disturbances asin keratomalacia 
may play a part in the causation of the former disease 
in addition to such well-recognised factors as over- 
crowding and bad hygienic conditions. 


EXPERIENCES WITH BCG 


StncE 1927 Prof. Arvid Wallgren has _ been 
administering BCG by intracutaneous injection to 
tuberculin-negative healthy children exposed to 
tuberculous infection (Nord, med. tidskr., Nov. 24th, 
1934, p. 1591). While Calmette’s system of BCG 
administration by the mouth sometimes fails to 
make the recipient tuberculin-positive—or only after 
half a year or longer—Wallgren has found that 
intracutaneous injection converts the tuberculin 
reaction from negative to positive after an interval 
whose length varies fairly consistently with the 
quantity given. The larger this is, the shorter is the 
interval; with a dose of 0-5-1 mg. of BCG, it is 
only one to three weeks, whereas with a dose of only 
0-05 mg., it is about seven weeks. But with one 
and the same dose (0-05) the interval may be as short 
as 4 and as long as 14 weeks, and in certain cases it 
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was necessary to increase the dosage in order to 
achieve a positive tuberculin reaction. Up to the 
end of 1933, 355 children were thus treated in 
Géteborg ; 90 of them were less than a month old, 
and the ages of the remainder ranged from a month 
to 10 years and even more. None of the seven deaths 
have been traced to tuberculosis or to the BCG. 
All the vaccinated children were kept under medical 
supervision, and as the very fact of their vaccination 
had rendered a positive tuberculin reaction valueless 
as an index to infection with virulent tubercle bacilli, 
they were kept under radiographic control. Only 
one of the 230 who returned to tuberculous surround- 
ings developed hilus shadows that could be considered 
as tuberculous. 

In the absence of contemporary controls, Wallgren 
has compared the tuberculosis infantile death-rate 
in Goteborg at various periods. During the three 
five-year periods preceding 1927, this rate was 4-3, 
4-2, and 3-4 per 1000. For 1927 it was 3:9, and in 
the five-year period beginning with, and including, 
1928, it was only 1-45. During 1933 there was a further 
drop to 0°3 per 1000. As the general tuberculosis 
death-rate, and notably that from pulmonary tuber- 
culosis, have not shown a similar decline, it cannot 
be said that the improvement in the infantile mortality 
from tuberculosis was due to much fewer opportunities 
for infection. The close supervision under which this 
experiment in tuberculosis prophylaxis was conducted 
and the success apparently achieved will encourage 
others to repeat Wallgren’s investigations. 

Calmette was reluctant to substitute the sub- 
cutaneous for the oral route, whose administrative 
and psychological advantages are self-evident, but 
a communication last May to the Société de Biologie 
by R. Debré, M. Lelong, and Mlle. Pictet suggested 
that subcutaneous injection has a much more uniform 
and profound effect on the child’s reaction to tuber- 
culin. A total of 140 children found to be tuberculin- 
negative and living out of touch with tuberculous 
patients were given subcutaneous injections of 
0-03 mg. of BCG. Six weeks later they were tested 
with tuberculin, and all gave a positive reaction. 
Among these 140 were 72 who had been given BC G 
by the mouth at birth without achieving a positive 
tuberculin reaction. If it be assumed that a positive 
reaction is desirable in such cases, it is obvious that the 
subcutaneous is superior to the oral administration of 
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Sunderland Municipal Hospital. et rd Med, Supt. £350. 

at oer Torbay Hospital.—H.P. £17 

Valsall County Borough.—Asst. M.O. Hi. £500. 

Hf est Bromewteh and District General Hospital.—Cas, O. At 
rate of £200. 

Westminster Hospital, Broad Sanctuary, S.W.—Hon. 
in Speech Defects. Also Biochemist. £300. 
Westmorland County Hospital, Kendal.—H.S. At rate 
wie, x 8 Royal Infirmary.—Jun. H.S. At rate of £120. 

-P. £160, 


Middlesexr.— Gynecologist 
Infirmary.—Hon,. Asst, 


H.S. to Surgical 


£500. 


City-road, 


£250. 


Supt. £1000. 


Instructor 


of £200. 
Also 


Births, Marriages, and Deaths 


BIRTHS 
ByromM.—On Jan. 17th, at Muswell-hill, to 
Pritchard), the wife of F. B. Byrom—a son. 
GALLOWAY.—On Jan. 10th, in Aldershot, the 
R. W. Galloway, M.B. Aberd., D.S.0O., 
daughter. 
MACAFEE.—On Jan. 
wife of C. H. 
of a son 
On Jan. 
Hill-court, 
ROTHERY.—On 








Kathleen (hée 
wife of Major 
R.A.M.C., of a 


llth, at University-square, Belfast, the 
G,. Macafee, F.R.C.S. Lrel, and Eng., F.C.0.G., 


14th, the wife of J. W. Orr, M.D. Belf., 
Headingley, Leeds, of a daughter. 
Jan. 14th, at Welbeck-street, the 
B. Rothery. M.R.C.S. Eng., of a son. 
Stokes.—On Jan. 13th, at Bentinck-stre et, W., the 
Thomas Stokes, M.B. N.U.1., of a daughter. 


MARRIAGES 


Jan. llth, at Chariton 
Blandford, Dorset, Reginald Douglass Reid, 
D.T.M.& H., of the West African Medical 
Margaret Eleanor Phillips, younger daughter of the 
Frank Benét and Mrs. Phillips, of Charlton Marshall. 


DEATHS 

p’AVRAY.—On Jan. 13th, at the Royal Herbert Hospital, 
Woolwich, after a short illness, Alexander Decimus d’Avray. 
Major, R.A.M.C., of The Grove, Greenwich, aged 44, 

Brook.—On Jan. 14th, at Eastgate, Lincoln, William Henry 
Breffit Brook, M.D. Lond., F.R.C.S. Eng., J.P., aged 70. 

CaLTHRoP.—On Jan. 20th, at a nursing-home in London, 
Lionel Claude Everard Calthrop, M.B. Durh., of The 
White House, Beech-avenue, Radlett. 

Dixey.—On Jan. 16th, at St. George’s Hospital, London, as 
the result of an accident. Frederick Augustus Dixey, 
D.M. Oxon., F.R.S., Honorary Fellow, Wadham College, 
Oxford, of Museum-road, Oxford, in his 80th year. 

EpGrL_ow.—On Jan. 17th, at Finchley-road, N.W., 
Edgelow, L.R.C.P. Edin., M.R.C.S, Eng., D.M.D. Harvard, 
of Queen Anne-street, 

McLAREN.—On Jan, 13th, John Shaw McLaren, M.B., F.R.C.S. 
Edin., of Oakley-crescent, Chelsea. 


N.B.—A fee of pin 6d. is charged for the insertion of Notices o/ 
Births, Marriages, and Deaths. 
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Service, to 
Rev. 
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